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ABSTRACT

Contraceptive use has been documenicd as an important factor in inproving women'’s health.
Howwver, the level of usc is sub-optimal in many low and middle income countries. In
particular. oral contruccpiive (OC) use has been reported to be low among Nigerian woinen
and there is a relatively high rote of discontinuation antong users. There is o dearth ol
infonnition from Nigerian studies on the factors affecting the rate of OC discontinuation.
This study was therefore designed 10 investigate the factors allecting OC usc nnd

discontinuation mnong marricd wonen in Ibadan Notth Local Govenunent Aseg. lbadin.

Using a descriptive cross-sectional design. o threestage mndom sampling techniyue was usesl
10 select 416 consenting respondents who had ever used OC or were curmenily using OC from
6 wards and 12 conmmunities. A semi-structured, interviewer-adininistcnad questionnaire \wus
used to collect infonnation on socio-demographic characteristics of the respondents’
knowledge. acceptance. and atitude 1owards OC use. Other information collected include
factors influencing use and subsequent discontinuition of OC. Knowledge of OC was
measured on s 15-point scale and oltitude on a 12-item scale. Knowledge scores of 214 and
<l were rated as good and poor, respeelnely. Attitude scores of >9 and <9 were rated as
positive and negative attitude, sespectively, Data were analysed using deseriptive statistics

and Chi-square test 31 p = 0.05.

Respondents’ age was 35.61 7.8 years. 46.-1% were muslims while others were christions.
hMost of the respondents were yoruba (830%). maorried (90.2%) while only 58.0% had
completed secondary school education. More than a quarter (28.1%) of the respondents had
poor knowlcdge of OC. ‘the sources ot information on OC were health workers (38.8%)
friends (29.6%). television (16.5%) and radio (1 5.1%). A 1018l of 124 (29.8%%) respondents
were currently using oral contraceptive while 70.2% of the respondents hud discontinued the
use 0'OC a1 the time of the study. A significanty higher proportion (77 4%) of respondents
aged 225 years had discontinued the use of OC compared with younger respondents,
Significantly, more muslims (36.8%) than christiuns (23.8%) were currently using OC, More
than half (58.0%) of the respondents were satislied with the liust OC used. The inost common
reason for satisflaction was drug ceffectiveness (83.9%) in the prevention of pregnancy
Reasons given for dissatisfaction include headache (38.0%). and irregular menstruation

(19.6%). Only 27.2% of the respondents had negative antitude towards OC use, Side cﬂgcts
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(51.6%) and missing pills (28.7%) were the major reasons reported for discontinuing the use

of OC. Twenty-cne percent of the respondents had the intention of resuming OC use in the
future.

The usc of oral contraccptive was low among inmvicd woinen despite good knowledge and
aitributed adverse side cfliects was the major factor sesponsible {or discontinuation. Public

enlighicnment progrommes on its advontages and any possible side cffects can help to

increasc oral contraccptive use for family planning.

Keywords:  Orl contrneeptives. Family planning. Oral conttaceptive discontinuation,

[Factorsinflucncing OC discontinuation
Word count: 465
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CHAPTER ONE

INTRODUCTION

B:ckground of the study
In 2011, the World’s population surpassed 7 biltion and is projecied 1o reach 9 billion by 2050.

Populntion growth is generally highest in 1the poorest countries, where fcetility preferences are
the highest and governments lack the resources 1o meet the increasing demand for services and
infrastructure (UNFPA, 2016). Worldwide, bisth rates have continued 1o decline slowly.
However large disparitics exist between nore developed and less developed regions. This is
patticularly truc for Sub-Saharan Alvica, where women give binth to three times as maony
children on average as wonien in more developed regions (5.1 versus 1.7 births per \wwoman)
(UNFPA. 2016). Family planning remains an important intcesention nceded 1o improve the
seproductive healih indicatots of women in developing countrics such as Nigeria. The Expent
Commitlee of The World Health Orgnnization (WHO) an 1997 defined family planning as “a
way o[ thinking nnd living that is adopled voluntarily, upon the basis of knowlcdge. nttitude and
responsible decisions by individuals and couples..in order to promote the health and welfare of
family group and thus contribute cflectively to the socinl development of the counuy.
Contraceplive prevalence raic ainong inarricd women is nn important indicator tor achieving the
Millennium Development Goal {MDG) 5 which 1s concermed with improving maicrmal healih.
The s1ate of Family Planning is poor in Nigeria. According to the 2013 Nigenia Demographic and
Health Survey (NDIES), onily lificen percent of currently marcicd woinen nre using any
contraceplive incthod dnd 10 percent arc using @ modem method. The most commonty: used
methods among cuecently rnarricd woaen are injectables (3%). lollowed by male condoms and
the pill (2% coch),

Overall 16 pcreent of cunently marricd women have an unmel nced for family planning (NPC
and ICF Macro, 2009). Oral contraceplive pills or simply ‘pills’ arc a brand of honnona!
contraceptives which are cither cestrogen-progestogen contraceplives or  progestagen-only
contraceptives. About 71% of currently marricd women ar¢ aware of the pill. The most
commonly uscd pills ate Conftidence 44% and Posinor {21%) while less than 5% usc other types

like Mticrobynon, I.o-Femenal, Ncogynon (NPC, 2013).

1
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Contraceplive usc is low among Nigerian women, but even among uscrs there is a relativel y high
rate of discontinuation. About 21.4% of womicn on Implanon, a sub.dermal coniraceptive
discontinucd usc after 2 years (Ezegwu and Nwopgu-ljogo, 2004) while (Okunlola ct al; 20006)
found that about 29.8% of woinen on intrauterine contraceplive device discontinucd us¢ within 5

years. A high OC discontinuation ratc of 45% was fouad among women in u Nigerion hospital
(Abasiottai ¢f ol 2008).

Some reasons reported for discontinuation of OCs include changing method (Rokiishani ¢t of.
2004) willingness to get pregnant (Shah et al, 2007), side cffects (Khan, 2003) such as headache,
weight gain and itregular blceding. Factors associated with discontinuation of OCs include age
(Kems, 2003), level of education (Little J, 2012), nausea {(Nanda ct al. 201 1), breast tendemess
(Nanda ¢/ af 2011), side ellects (Barden and Fallon ¢7 af. 20/1), number of living children, lack
of husband's support (Khnn et af, 2003), religion (Khan, 2003}, and partner influcnce (Kems ct
al, 2003). Despitc the tow prevalence of contriceptive use in developing couniries only few
studies have examined the factors aflecting oral contraceplive use nmong marricd women.
Hence, this study examines the factors uffecting oral contruceptive use and discontinuation

arnong marricd women in Ibadan North l.ocal Government Area, Ibudan Oyo State.

Statement of the prebiem

Nigeria has the largest population in Aflrica. The 1o1al population in Nigeria was last recorded ot
178.5 inillion peoplc in 2014 (NBS, 2014} reaching an all time high since 1960 where it was the
lowest with an estimationof 45.2million. Unplanned pregnancies, low level of contraceptive usc
and high rate of discontinuation of contraceptives are some of the (actors that could be

respansiblc for the alarming population increase in the country.

An impravenient in the low contraceptive prevalence rate has the power to improve indicators
such as fenility and mortality mtes .Studics have shown that contraceptive prevalence iate (CPR)
has significant cllcct on the number of births. Over the years in Nigerin, CPR has increased in
1990 from 6.0% to 12.6% in 2003 and from 12.6% to 14.6% in 2008 (NPC, 2013). From 2008 10
2013, he CPR incrcased to 15.1% while the trend in number ol birth os measured from total
fertility rate (TFR) decreased fiom 5.9 in 199) to 5.7 in 2003 and 2008. TFR decreased from 5.7

2
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in 2008 to 5.5 in 2013 (NPC, 2013). Even though the uptake of contraceptives have increased
over the years with decrcase in total fentility rote, the rate of discontinuation of contraceptives is
high as conlirmed from, many Nigerian study, (Ezegwui et al 2011; Okunlola et al; 2006,
Abasinttai ct ol, 2011). In 2013 alone, the rate of contraceptive discontinuation stood at 28 per
cent (NPC, 2013). Discontinuation rates vary by mecthod. Among modem methods, rales are
highest for pills (26 percent) (NPC, 2013). Although previous surveys provide an indication of
the prevalence of oral conttaceptive use and discontinuation, the factors that afTcct its use and
discontinuation among married women in Nigeria have not received the attention warranted
considering the magnitude of the problem. Getling mote contraceptive users to remain on their

contraceptives has the capacily 10 prevent many unwanicd pregnancics and cncourage child
spacing.

Justilication

The current contraceptive prevalence among currently marricd women is still low and among
users the rate of discontinuation is high, This study will examinc in dectail the reasons women
who discontinued using OC did so and then identify the factors associated with discontinuation.

The importance of the present study is in the provision of in[ormation that hcalth care providers
and policy-makers could use to redesign and formulate strategies that could cnhance the
continued and cffective use of OC, and ofler altcrmative contraceptive methods if OC do not
work out. This in tum will have far-reaching implications for women'’s health as well as for the

success of the country*s family planning (¥ ®) programme.

In addition, some of thosc barriers which will be identified will guide programme planners and
hospital clinical stall” to better plan focused counscling sessions for the women on OCPs.
Furthermore, cvidence gencrated from this rescarch will guide appropriate intervention targeted

towards factors promoting discontinuation of oral contraceptives among marricd women in

Ibadan North and in Nigeria in gencral.

Rescarch Questions
The study addressed the following questions;
I. What is the level of knowledge of married women about oral contraceptive?

2. Why do family planning clicnts accept the service of oral contraceptive?

3
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3- \Vhatis the nttitude of clicn!s towards oral contiaceptive?
4. What is the prevalence of discontinuation of oral contraccptive?

5. Why do clients stop the usage of oral contraccptive?

Bread Objective

The broad objective of the study was lo investigate the factors aftecting oral contraceptive use

and discontinuation among mairied women in Ibadan North Local Govemment arco. Ibadan,
Oyo Suate.

Specific Objccrives

The specilic objectives were 10

Asstss the knowledge of married women towards the use of contraceptive.
2. Assess the level of acccptance of manicd women towards oral conteaceptive.

3. Decrminc the attitude of married women tlowards the family planning methods.
4. Dctermine the prevalence of discontinuation of oral contraceptive.

5. ldentify the faciors that influence the discontinuation pattern of oral contraceptive

4
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CHAPTER 1TWO
LITERATURE REVIEW

Pohulotlon Overview

According to the results of the 2015 key lindings by United Nations, the world population
reached 7.3 billion os of mid-2015 (UN, 2015). This imptics that the world has added
upproximately one billlon people in the span of the last twelve years. Sixty per cent of the global
population lives in Asia (4.4 billion), [6 per cemt in Afiica (1.2 billion), 10 per cent in Europe
(738 million), 2 per cent in Latin America and the Caribbean (634 million), and the remaining $
per cent in Northern America (358 million) and Oceonia (39 million). China (1.4 billion) and
India (1.3 billion) remuin the two lorgest couniries of the world, both with more then | billion
people, representing 19 and 18 per cent of the world®s population, tespectively. Report has it that
the world population continues to grow t+hough more slowly then' in the recent past (UN, 20 15).
Ten years ago, world population was growing by 1.24 per ccnt per yeor. Today, it is growing by
1.18 per cent per year, or approximalicly an additional 83 million people annualty. The svorld
population is ptojecied to increase by more than.oac billion peopic within the next 15 years,
renching 8.5 billion tn 2030. and 10 increase further to 9.7 billion in 2050 and 11.2 billion by
2100. United Nations also rcported that more than half of global populntion growth between
2015 and 2050 is cxpected to occur-in Africa (UN, 2015). Africa has the highest rate of
population grovyth among major areas, growing at a pace of 2.55 per cent annually in 2010-201 5.
Conscquently, of the additional 2.4 billion people projected to be added to the global population
betwcen 2015 and 2050, 1.3 billion will be added in Africa (UN, 2015).

Population growth remains especially high in the group of 48 countrics designated by the United
Nations as the least developed countries (LDCs), of which 27 are in Africo. Nigeria is among the
ten largest countrics in the worhj and it has been estimated that Nigeria's population is currently
the seventh lurgest in the world with its population growing the most rapidly. Conscquently, the
population of Nigeria is projected 10 surpass that of the United States by about 2050. at which
point it would become the third largest country in the world (UN, 201 5),

Many developing cconomies orc characlerized by mpid population growth that is partly
altributed to high fertility rate, high birth rates accomipanicd by stendy declines in death rates,

5
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loov contraceptive prevalence rote and high but declining mortality rste (Qyedokun, 2007). In
Sub-Saharan Africa, the rate of population growth is onc of the highest in the world, (2.8
percent) compared o the rest of the world (USAID/HPI, 2007a). Current worldwide estimotes
arc thot onc-lifth of pregnancies arc tceminated annually by abortion (WI10Q-Gl, 2008) and 62%
of married women use a contraceptive method (PRB, 2010). Equally, thic number of people in
nced of health oand cducation, among other public goods is large and increasing which in tum
requires lorge amounts of resources, personncl and infrasttuclure. This is likely to be on
impediment towards the realization of the reduction of child monality, improvement of niatcmal
health, achievement of universal primary cducation, environmental sustainobility ond combating
HIV/AIDS, malaria and other discases as port of the Millennium Dcvelopment Goals (MDGs)
(HP1, 2007b). To address this, many couninies in the Sub Soharan Africa including Kenya
focused their attention on birth control measures, especially the usc of family planning services.
In Nigerio, fomily planning services have been in usc since 1957 when thc Family Plonning
Association of Kcnya (FPAK) stastcd operating fomily plonning clinics within Ministcy of
Hcalth.

Contracepfive Mcthods und Concept

Fomily planning is made possible in two ways: cithcr throngh Artificiol Fomily Planning (AFP)
which uscs oral contraccptives, condoms and the likes or through Nawal Family Planning
(NEP). Naoturel family planning, somclimes refcived to as fentility awareness-bascd methods of
fomily plonning, involve usage of physical signs and symptoms thot change with hormone
flucluations during a svoman's mcnstrual cycle to help women identify the days of the cycle on
which they are fertite (Choi ct al, 2010). As o result, there is low level of accceplance of natural
family plonning. Howcver. o lot of factors contribuic to poor acccplance of notural family
planuing, ‘despite its many advantages over artiliciol fomily planning, such as age, lcvel of
education, poor socio-cconomic status, geographic location. religion, higher number of childten
os wcll as bchavioral factors such as ignorance, poor accessibility to media and hcalth care
services and inadequacy of the health care facility (Adcycmi ct al, 2008 ). Under ontificial family
planning, thcre arc various methods of contraceplion, including progesticronc-only implants,
injectable progesteronc-only methods, intrauterine contraccptive devices, barrier mcthods,

speninicides, surgical sicrilization, oral progcsicronc-only pills, and combined oral contraceptive

6
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pills (Curtis ct al, 2002). Coinbined contraceptive pills first became available duning the 1960s )-
Since that time, these pills have remained the most common method of contraception used by

women aged between 15 anci 34 years, especially in the developed countries (Adckunle, 2003)-

Combincd oral contraceptlives suppress ovulation by diminishing the frequency of gonadotropin-
relcasing hormone pulses and climinating the lutcinizing hormone surge at mid cycle. They olso
change the consistency of cervical mucus, resulling in less sperm penctration, moke the
cndometriol lining less receplive to implantation, and alter tubat transport of bothi sperm and
ocytes {Schlessclman and Jumes, 1997). When used correctly and consistently, combination orul
contraceplives confer a better than 99% method-clfectiveness (theoretic eficctiveness assuming

pecfect use) for prevention of pregnancy (Trussell and Kost, 1987).
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Tuble 2.hi: Overview of contraceptive inethods and concept

< |ib. l'rogcslcron_'On-I)“_
Pills (IPOP’s) containing
proyesicrone oniy.75

3. | Progesterone (POIs)

Injcclables Pills. e.g.
Depol
Melroxyprogesterone
Acctaic (DMI’A)
and norcthisterone
cnanthale.75-79

benign  breast  discase
prevention,

Protcction againsg
cndomctrial and ovarian
cancers (including
10-15  ycars
discontinuation),

alter

Reducces the side cfects
of estrogen present ‘in
the COCPs
Sclf-admanistration,
Easy for non-physician
provider administmtion.
Intrmamusculor (IM)
roulc cnhances
compliance. Convenient
for most uscis. DMPA
benefits incluede
decrease incidence of
cndomctrial and ovarian
cancers, eclopic
preEnancics, Iron
deficiency ancmia and
P1D. It is also uselul in
reducing the frequency
of sickling and cpileptic
scizures in sickle cell
anemia and cpileptic
patients,

S/N Types Advantages EfMficacy Side Effeets
A.llorinonul
aicthods
L 6. Comhined Ol Regulation of abnorinal | 0.1 pregnancics/ Minor side Effects,
Contraceptive Pill menses.  Cessation  of | 100 women inthe | Weight gain. acne
(COCPs) containing | primary dysmenorrhica, | first year of usc, and hirsutism are
estrogen and Pelvic Infamatory
progestin.70-74 Disease (PID) and Mujor sitle effects:

vesions thrombosis
and myocardial
infarclion. Low dosc
[ormulations like
Yasmin® have fcwer
side effects (e, the
third gencration
COCPs now in
current usc,

0.1 pregnancics/
100 wornen in the
tirst ycarofuse.
0.3 pregnancics/
100 wonmen in the
fiest ycaro Fuse
| (cfect ctjual to
{emale

sicrilization),

Same as COCPs but
the POPs have
reduced side cltects,

MMensinal
irmegularitics (may he
severe Lo cause
disconlinualion).
Dclay (™6 tnonths) in
return o flertility afler
discontinuation.

Source: Monjok T et al. (2010) Conlraceptive Practices in Nigeris: Litermture review and
recomencndation for Future Policy Decisions. Open access journal of contraception, |,

pp. 9-22
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¢ 2.1h: Overview of contraceptive methods and concept

Types

Advantages

L. Micacy

B

L

Sicle EfTecls

d. Subdermal implants:
Norplant'®, Jadclic®,
and Implunon® are the

current  implants  in
use. 77,80

These implants relcase
low-dosc of

progestcrone over an
cxlended period of time,
Norplant and Jadcllc for
five years and Implanon
forthrec years.

Better complionce
ifno
discontinuation.

0.1 pregnancics/ | 00
women in the fst
ycarofuse.

c. CEPIs containing
cstrogen and
progesicronc
administcrel
monthly 8|

Less mensicual
iregulnnitics than P@ls

is shorter (within six
weeks).

and the returm to fentility

0.1-04
pregnancics’

100 svomen in the
first y'car of usc.

L.ow compliance
(many women may
not retum cvery

month for iajcctions).

f. EC-progestcronc
{LNG) EC (Postinor
®), Cu IUCD
{non-horinonal EC).82

Highly cffective with
few side ellects it used

! correctly.

| Postinor I} reduces
the risk of
pregnancy
by 85% when
administered
| correet] )
{1.Smg of LNG
within 72 hours),
The
| CulUCD has a ‘
[ailure rute of
£0.1% when
insertcd within live
days aller
| unprotected vaginal

| inlercourse

Soucrce: Monjok € et t-ll'.A—(‘.’.(L)lO) Contraceplive Practices in Nigeria: Litc

gt sl =
rature review and

Minimal side cflcts.
Good compliance rule

recommendation for Fulure Policy Decisions. Open access journal of caniraception. |,

pp- 9-22
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Table 2.1¢: Overview of contruceptive methods und cuncept

FS!N I Types

Advantages

d

1 EfMficucy

Side Effects 7

g. Voginal rings;
impregnated with
combined ¢strogen and
progestin honnones

| Upon removal, the
plasma

hormone levels retum to
normal lcvels and

11.2-1.8

pregnancics/
100 wouen in the
tirst year of use.

Minimal side eflects.
Voginal inscrtion s
for

three weceks with one

{cslosterone and
progeslin or a
gonadotrophin

relcasing hormone. 82
85

[

volume and Prostatc-
| Spectlic Antigen (1'SA)
| levels,
I

|

(Nuvaring®) or fentility mpidly retums. (tee week for menses.
progestin Afier the menses o
(I’roRerinu®).8) | L new ring is inseried
h. Transdcnnal Upon  removal,  the | 0.1-0.3 Skin irritation or rush
Contraceplive Palch plasma hormonc levels | pregnancies/ {only 296 ol users).
(TCP): contain rctlum to normal levels | 100 womeninthe | The TGP is applicd
estrogen and progestin | and  fentility  mapidiy | lisst year of usc. for three weeks (one
horntones aspplicd on | retuens. palch per woeek)
the skin as a patch, cg, followcd by onc free
OrnthoEv®.84 week to allow for
menses. The
abdomen, upper
| torsa, upper ouler
' arm, and butlocks are |
Il the common siles of
. +- _ | anolication.
i. Male honnonal Rapid reversal of (FFE Nonsteroida! micthods
methods: testostcrone | discontinuation withowt nre being
ora contbinution of | any cflect onprostale | investigated,

including the
possibility of n
vaccine largeting
spernatozoa and
oocyic surfoce that
are accessible to

| antibodics,

Source: Monjok

£« al. (2010) Contraceplive Pmcliclcs in Nigeria: Liter

——_l

ature review and

rccommendation for Future Policy Decisions. Opxtr access junrnal of contraception, |,

pp. 9-22
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Table 2.1d: Overview of contruceptive mcthods and concept

[ SN[ Types Advantages EMicucy Side Effects
3. Nen horinonul
i, methods ;
b | a.1UCDs: the CuT380 | CuT380 offers L0 ycars | 0.} pregnancics/ Menstruol
‘ 18 the most commonly | of protection against 100 womenin the irregularitics. Fecling
uscd.86,87 pregnancy. (irst ycar of usc, of a forcign body in
sOm« women.
Abnormal vaginal
discharge, vulval/
vaginal itching and
dislodgement of the
IUCD ate somc otthe
other side cfYects.
Newer models, og.
l.NG-1UCD,
framcless IUCD
(Gyncfix®), Cu
| Snfe300®, Sof-T®,
' ICIFO®, and Fincoid-
— | ' = lal = i 350® arcavailable, |
E b. Buericr methods cg. | OfTers protection against | Failure rate is high | Condoms arc frec of
malc condoms (Intex or | ST including EHYV. The | ot 12% per year side cllects but may
polyurcthane) Feminle | male condom as cheap When used with a | fail duc 10 leaks,
condom (FCt and - and widely avuilable and | spermicidal agent, | tears, or slippage
FC2) or Reddy female | free of side clfects. the latlure rateis duriny intcrcourse
condom or V-Amiour, | reduced 1o aboul ' and withdruwaols,
Other female devices 8% per year.
are ceevical cup, the
cervical diaphragm,
ond the Lca's voginal
shicld.88, 90

“Source: Monjok E ¢t ol. (2010) Conteaceptive Prmaclices in Nigeria: Literature revicw and

rccoinmendation for Future Policy Decisions. Opert wccess jonirnal of contraveption, 1,
w. 9“22
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 Table 2.1¢: Overview of coutruceptive methods und concepl

laparoscopic

and mini-}aparolomy
sterilizotion.91-94
b. Malg s1cailization:
two methods are the
no-scalpel method and
the nonsurgical vas
occlusion method.9$

DQDOt—M:drow
Progesierone AcCetate
{DT'A Il!\ls)
a. Standard-da)
method which
identifics the lertile
window during the
| menstrual ¢ycle.96

b. Two-day method
which identifies the
festile type of cervical
sccrelions present
during the most [estile
two days.97

SIN|  Types Advantages EMicucy Skfe Effects
C. Sll'f'l"mli(fl[ ' Pcemancent occlusion If fallopisn tubes Minimal side cffects
a. Lemale sterilization: correCtly occluded, | of surgical procedure
the two commonly there §s good only. ¢g, bleeding,
used methods are cficacy hematoma, and

- — —

surgical infection.

Permancal occlusion | Good cllicacy if

(irrevensible). occlusion is donc
coryectly.

| Free of side eflects. \ High failure rte,

Cheap. Encourages

| union and maritl
Jrulopuc

|

| Free of side clfects ]l
| Cheap. Encourages
union and marital

dinlogue.

High fatlure rate.
|

-

Sideeflecis ol the
surgical procedure
(bleeding,

: heimaloma chronic
pain, cpididymilis).
Alicmative
vascctomy methods
are under |
investigation aimed o1 |
improving the |
reversibility ofihe
procedure.
“rec of side eMects.

Free of side cflects

Source: ‘Monjok E et al. (2010) Contraceptive Pructicgs n Nigerin: Literatute review and
recommendagion for Future Policy Decisions. Uren access fusrnal of comtracepion, 1,

pp. 9-22
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Table 2.1f: Overview of contraceptive methods and concept

S/N Types Advantages Ellicacy Side Effects
E. Traditional
methods ) 4 N
a. Periodic abstinence. | Erec of side elfects, }"I ligh failure cate Free of side -effects.
b. Withdrawal method | Cheap. ~ =

(coilus intcrmupius).

c. Prolonged breast l Encourages union and — -
feeding. Feee of side marital diatoguc
cffccts l |

I
— L e —_—
Source: Monjok € et al. (2010) Contraceplive Pructices in Nigeria: Literalure revicw and

recommendation for Future Policy Decisions. Open access journal of contruception. |,
pp. 9-22
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Prevalence of Contraceptive use nmong wonien of childbicu eing agc in Nigerin

Although the level of contraceptive use among matricd wonicn aged 15- 49 doubled between
£990 and 2003. from 6% of 10 12%. the overall level was still low. Fuetheentore, almost half of
this use involved traditional mcthods, which are lcss cilective than modem oncs (Sedgh ct al,
2009). Use of modemn contraceptives among mastied women in 2003 was much higher in the
South West region than in any other part of the country 21%, compared with £2% in the South
Central and South East regions. 9% in the North Central region and about 2% in the Norih East
and North West regions} (Sedgh ct al. 2009). By comparison, contraceptive usc was considcrably
more prevalent among same-aged scxually aclive women who were not marricd: [n this group.
the propoition using any mcthod rosc from 38% to 47% between 1999 and 2003. Morcover, the
level of use of modem methods almost tripled during that period from 12% to 33%. whilc that of
traditional methods declined from 26% to 1.3%: a trend that has probably given sexually active

unmatricd women using coatraception more cflective controd aver theie fertility than their
madTicd pecrs.

Dy 2003, thc level of use of rnodem mcthods among scauntly active unmarricd women of
childbearing age was highest in 1he South West region 53%. moderate in the North Ceniral and
South South regions 32-35% mnd lowest.in the North-East region 10% (Scdgh ct al, 2009).
Another study revcaled that One thial of respondents (36.7%) were not using any lomily
planning method at the time of the stucly; of these, 15.2% were nov using them because of fcas of
sidc-eflects of modem contraceptives. 14.4% wanied to get pregnant, and over hall vwere not
sexually active (57.6%): Fortytwo of the cespontents (11.7%a) had discontinued onc or another

form of contraceptisc in the past because of side cflects of the method used (Akmtade ct al.
201 1),

Fuctors Affecting the Lise of Fawily Planning Among Macricd Wytnen

Contraceptive prevalence mte CPR-which is the proportion of women of reproducine age 15-49
years who are using or whose pariners are using a contrcceptive incthod at s given point in time
1S 30% which was 29% in 2009 and 2008 while the most developed country like USA has 71%
CPR for all the mcthods (WO, 2006; FRB. 2010). The total number of children the overage

woman in a population is likely to hove based on current birth rutes throughout her hife (WO,
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2009) have fallen largely duc to the wide spread and increasing use of modern melhods of
|

| contraception. | lowevcr, in some developing countries like Pakistan the uptake of contraccption
remains low due 10 cultural, cconomical and political barriers, After nearly live dceades of
~govemment-initiaied family planning programmes, the increase in contraceptive prevalence rate
in Pakistan 15 slow. The use of modern methods i s only 22%. While the averngc CPR of Asia is
66% (PR13, 2010). Total fertility rote in Pakiston ranges from 4.1 to 5.49 and life expcctoncy is
66 ycars while the 10tal fertility rate of Asia is 2.2 and life expcclancy 70 years (PRB, 2010).
- Though the total fertility hos dccreascd in Pakistan still it has the highest rate in South Asia. The
major myth regarding contraccption is that it causes harm to womb and causes sterility (Agho,
2010). Also, people are not aware regarding the emergency contraceptive. While enquiring
regording their religious opinions, more than 80% dcclased it a sinful act. This fact may prevem
them from the use of modem conimccptives. The 3rd mujor side cflect ofter mensirual
imegularities and weight changes was the feeling of guilt with the use of conraecptives which

reflects 1heir religious opinion regording contraception (Musarrat el al, 2011).

Research conducted in Kenya idemified ond considered in various (acility factoss, these included
fomily planning provider, quality of femily planning scivices, availability of family planning
services, user fees charged for family planning se:vices, and proxinity of the fanily plonning

facility. The second mos! important. determinant was religion, which took the value of one if

Catholic and zero, owherwise.  The marginal eflcct was ncgative 0.28, implying that the

probability of a woman-using family planning services if she is a Catholic was 28 percent lower
compared to others with difTerent religious backgtound such as Prolestant and Muslims. This is
because catholic faith discourages its faithful fromn using contraceplives as birth control
mcasures. Faithful ore instead encouraged 1o rely more on observanon o [ menstruation cycles
and natural safe days of o \woman, This linding clearly indicates a significam diffcrence in the
use of family planning services beiween Catholics and other religions (Akinrinola, 2009).
However, the saine siudy rcveals that out of the 1 percent that were using coniraceptives, 49
percent obtained the services from health facilities, 15 percent obtained trom pharmacies, whilc a
palicy 6 percent obtaincd from both workploce and mobile heahh [acility. Given the low levels of

education among women in sluins together with high levels of school dropout rates and
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insufticienl knowledge of family planning scevices, the utilization of fontily plunning is expected

to be tow compared to the nutional level estimated at 46 percent (Okech T ct ok, 2011).

Fuctors Affccting the Use of Oral Contniceptives

Contraception is used for birth control, the spacing of pregnancics, und the fimitation of family
size (van Viijmen «t al, 2007). Contraception has been a very sensitive and controversial subject
in traditiona} African socicty as a result of the socicly’s inherent barriers 10 the use of
conltaception (Curr and Khan, 2010). These bastiers include a lack of awareness, a lack of
access, cultural factors, religion, an oppesition to the usc of contraception by sexuoi partncrs of

[amily mentbers, and a fear of the health risks and side eflccts associated with contraceptives
(Abiodun and Balogun, 2009).

Myths regarding increascd cuncer risks and preblems with compliance have led to a significant
reduction in usc cffectiveness {cffectivencss that occurs in aclual practice). Incorrect pill usage.

unfortunctely. lcads to contruceptive luihire und M increase in abnormal or brealkithrough

blecding and, ultiinately. pill discontinuation. Other factors that also affect use effectiveness
. include perccived convenicnec, cost, and motivation, Overall use effectivencss. beciuse of these
factors, ranges between 94% and 97% (Trusscll and Kost, 1987). Gficacy is reponied cithee as a
Pearl tndes or as a life-table analysis. Per] Index is calculated by taking the total number of
unintended pregnancies as the numesator, with the denominator being the total months or cycles
of exposurc (Burkman, 2002). This ratio is then inultiplied by 1200 if months are used ond 1300
if menstrual cycles arc used. Although retatively simple 1o perform. the index docs not account
for duration of cxposure, such that studies with different durations of exposurc cannot be
accurately cosmparcd. The life-table unalysis is preferable because it does account for duration ol
usc and can be used more nccurately for direct comparisons between studies (Trussell et al,
1990). Regardless of the method used to calculawe ¢flicacy, a nuinber of lactors intlucnce results
of clinical trials including characteristics of the study population; for example. fertility. sexual
activity, and mcthodological issues such us frequency of pregnancy testing and foliow-up ol
subjects. Finally, there has been one recent study supgesting that swomen weighing more than

§55 pounds using oral contraceptives are at increased risk for contracepiive failure {Holt et al.
2002),
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';tcvious studies with contraceptive implents and the trunsdermal contraceptive patch have also
indicated thal women heavier than certain weights ingy experience more contraceptive failures
than women who wcigh less (llolt et al., 2002). In meny cases, the main rcason for non.-use of
contriiception given by foriner users is logicol either the women considered themselves not at
risk, Or Wwere wYying to becosme pregnant. O concem is the number ul former users who were at
risk of unplanned pregnancy and who were not using conteaception because of health concerns,
fear of stde-effects, or supply problems, particularly the numbers of former usets of pill or
injectable conttaceptives. So 100 is the smaller number who perccive opposition to their using

contraception, especially women who last used condom or withdrawa). These are uceas which

obviously require furiher attention aiong seevice providers and educators.

Contraceptive use and choices vary widely in Nigeria according to type of health facility,
geopolitical zone, and within urban or rural scttings. Varigus Tactors, related to both supply and
demand, account for these variations and contribute to the low Icvels of contraceptive use and
choices in Nigeria. On the supply side are issucs such us linited availahility, ¢uality, and cost of
lamily planning s¢rvices. As a consequence ol limited availability, many Nigerians (particularly
in rural areas) lack access o modem contraceptive and family planning services. In urcas where
scrvices do exist, their quality is often poor,-with inadequate contraceptive supplies, insulTicient
numbers of trained service providers, poor inlerpersonal skills on the par of providers, and
limited essential cquipment, Research on factors associated with demand for contraceptives and
lamily planning scrvices in-Nigeria has identified the relative powerlessness of women
(especially in northerm” Nigeria), houschold poverty, low level of education (especially in
northern Nigeria), myths and ruinurs sbuut modern contraceptive methods, parity, pronatalist
ottitudes, and widcspread preference for male children, s key influences on contraceptive use. In
addition to these lactors. and especially in northem Nigeew, ¢arly marrioges and carly initiation

of sexual activity have contributed signilicanily 10 the Ingh fertility and subsequent higher

prevalence of matcmal 3nd foctal complications,
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Factors ldﬂucncing Discontinuativit of Orul Contraceptives innng Marricd \Yomen

In o rescarch by \Westhol¥ and tlcanwell (2008). oral contraccplive continuation users were
je'ﬁncd as being A continuous and current (that is, having taken a pill within the past seven days)
OC user a1 the ime of the lollow-up interviews. While Women who had not taken any OC for
grealer than 7 days prior 1o the inlerview (not counting the placebo pills) were clnssilied as
discontinucrs. They chosc the 7-day threshold based on sensitivity unalyses in their pilot studies.
Side elfects were reporied 10 be the most commonly teponied reason why women discontinue
using the OC- In o cross-scctional survey of 6676 European women, participants identificd side
cffects as the most common reason for discontinuing the OC (Roscnberg ct al. 1993). Women in
that sunvey' who reporied past side cflects were about twicce as likely 10 have discontinued the OC
as women who reporied not cxpceriencing side eftects. The value of this comparison is limited,
however, by the cross-scctional and retrospective natuie of the data collection. fn a prospeciive
cohon study of 1657 U.S. women carolicd froin family planning clinics and private peactices,
37% of OC users who discontinued ciled side clTects as the reason for discontinuation; however,

this study had no information regarding the prevalence of side ¢ffects among the women who
continued OC use (Rosenberg and Waugh, 1998).

Acording to Rosenberg and \Vaugh (1998) most discontinuers stoppedl the OC for logistic
reasons. They categorized running out of pills, dbeing unable 1o get back 10 the clinic, forgetting
10 Lake the pill, and similar problems related to either obtaining the pill or using it correctly as
logistic reasons for stopping.-Side citects were the neat most common reason [os stopping: side
effects included the sympioms they asked about specitically and menstrual chan ges, acne. and
hair changes, as well as susting *1 didn't like i1”. They also included fear of side elfects in this
calegory, but vety . few women in this study stated thi fear of side ¢ffects was their rensan for
slopping. Finally, the remaining wamen offervd uther reasons (ur stopping — the “othet® reasons
were sppropriale, and included (in otder of frequency) no seaual activity, pregnancy, medical
contraindication to the OC, and change 1o a dilferent contraceptive method. We could nut
distinguish pregnancies associaled with correct versus incormrect il use, but the expected numbder
of perfect-use pill {fallures would be very low. The women who repiwted s10pping the UKL due 0
sde eflects haj more negalive scores for the weight, healache, moodiness, and visual changes
variables than the women who reporied quitiing for ther reasons (p < 0.01 for all comparisons)
In contiast, decreased seaual satisfaction was nol assocutied with stopping due 1o sude efiexls;
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ore spccifically, individual subjects did not repont decreased seaual satislaction as a redson for

topping the OC*

In the study of OC initiution and continuation by WestholT and Hearwell (2008), participants
were asked ot three months and again a1 six months about any changes in the occurrence of or
intensily of speeifie symptoms. They chose 1o cxomine only symptums that many clinicinns and
patlents view as OC side effects: weight change. headaches, mood changes. and sexual
satisfaction. They also asked the subjects if they auributed these sympioms to the OC or to other
causes. Discontinucrs were asked to identify rcasons for discontinuation, This analysis compares
these four specific symptoms among women who discontinue the OC during the first six months

of usc 10 thosc among women who continue the OC,

More than 90 miillion women worldwide now usc combination (estrogen plus progestin) orul
contmceptives (Fertil, 1999). 1he use of modern contraceptives as onc dimension ol lertility
change hus been studicd cxtensively and the safety of oral contraceptives (OC) has been
documented nnd is wwell established (Trusscll and Raymond. 2009). During the past four decades,
the pitl has probably been onc of the most-studicd medications in the history of medicine, with
the data clcarty documenting overall safety and eflicacy. In the United States. the National
Center for Ilealth Statistics has been conducting. ot varying intcrvals, national feriility surveys
known as the National Survey of Family Growwth, Recent surveys presented data for 1994, 199s,
and 2002 (Piccinino & Moshier. 1998; lenshaw, 1998). The number of women using
conteaceplion in the [5-44 years age group increased from 30 to 39 million users coinpared vith
results in 1982, Unfortunately, this overall increase in usc of contraception was accompanied by
0 modcst decrcase in the use of oral contraceprives. Funher, despite improved overall use of
contraception, there remained npproximatcly 5% of women in this age group, or 3 million
woinen, who were not using coniraception and wuie at risk for unintended pregnoncy. Among
the pregnancics occurring in this time frame. 49% were unintended. yet approximntely onc half
of these women reported use of contraception. A sccondary analysis from ihe suncy' also
supportcd the concept that inconsistent use of contMiception is a significant contributor to
unintended pregnancy (Pcterson ci al. 1998). FFor exemple, among oral contraceplive users, 16%

of women indicated they misscd three or more pills within a three monih period. Factors
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associated with inconsistent use included new users, Hispanic and black cthnicity, low income
- status, and having had a previous unintended pregnancy. Although there was a trend for leenoged
women 1o have a greater likelihood of inconsistent use compared with other age groups. the
differences among various age groups were not stolistically signiticant. ‘Thesc lindings clearly

suggest that thete 15 a substantial need 1o improve the ability of wwomen to obtain contraception.,

sclect an appropriatc inethod, and use the selected contraceplive method cormect|y.

The Nigeria Demogrophic and fealth Survey (NDHS) found in 2008 that only 10%% of muricd
woinen ol rcproductive age use contraceptives and that unintended pregnancies is the result of
contraceptive method failure, misuse or discontinuation (UNFPA, 2010), Dala froin the National
Survey of Family Evidence abound that women who misuse or discontinue @C ance theee times as
likely 10 have an unintended pregnancy as those who continue the method (UNEPA, 2010).
Although, the strong ncgolive socio-cultural perception in our environment remains incvitable,
the major coneerns huve been raised over the notable complications and diseases associoted with
long termt safcty of these agents. Sell’ report may remain the most cammon oml contraceptive use
| measure of convenicnee, ease of administetion, and noninvasiveness (O:iterberg and Blaschke,
2005), yct, it is the least rigorous way' to assess coimeeptive behaveor, given the strong potentinl

for reporting bias (Pinter, 2002). This is not without the likelihood of social desirubility bins

among populations. It is bentinent to stress that inconsisient use of the terins compiiance,

P adherence, continugtion, and pill-laking behavior have contfibuted to conllicting and eduivucal

. indings in contruccptive tescarch (Stuan and Grimes, 2009). Even though a considcrublc body
ol work on oral conirzccplive usc paltcens exisls, users and somclimes nonusers rarcly usc

consistent lerminology appropriately and might have olten used them inierehangeable (Coeytaux
el al, 2009).

Wonicen acceptunce of fainily planning services

In o study conducted in Ghana, women who were not using contr3ception at the time of the
survey were asked 1o give the main reason why nol. The reasens given were regrouped inlo nine
calcgorics: not having sexual intercourse or having scxual inleccourse infrequently; being
subfecund, infecund, menopausal. or having had a hysterectomy, posipariium abstinence, breast-

[ceding or pregnancy; wanting more children, the respondent. her paniner, other people. or her
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associnted with Inconsistent usc ingludst adew users, Itispanic ond black cthnlcity, low inconte

status, and having had a previous unintended pregnancy. Although there was a trend lor 1eenaged

women to have a greater likelihood ol inconsistent use compared with other age groups. the

dilTerences among various age groups were not swtistically significant, ‘These findings clearly,
sugiest 1hat there is o substantial nced 1o improve the ability of women 10 obtain contraceptton.

select an appropriate method, and usc the selected contraceptive method correct|y.

The Nigeria Dcinographic and |tcabh Survey (NDHS) found in 2008 that only 10% of marricd
women ol reproduclive age usc contraceplives and that unintended pregnancices is the result o)
contraccptive method failure. nisuse or discominuation (UNFPA, 2010). Data from the National

Survey' of Family Evidence abound that women who misuse or discontinuc OC are three limes as

I likely to hnve nn unintended pregnancy as those who continue the method (UNTFPA, 2010).
i

Although, the strong ncgative socio-cultural pereeption in our environment remnins incvitable,

& the mnjor concems hnve been raised over 1the notable complications and discases associnted with
»  long 1crmi safety ot these agents. Self report imay remain the most common oral contmeeptivie use
]

tneasure ol convenicnee, case of administration. and noninvasiveness {Osterberg and Blaschke,
L 2005), yet. it is the lcastrigorous way lo asscss contraceplive behavior, given the strong polcential

for reporting bias (Pmicr, 2002). This 1s._not without the likelihoud of secinl desimbility bias

& omong populations. 11 is periinent to stress thal inconsistent use ol the terins compliance,
| adherence, continuation, and pitl-taking behavior huve contributed to conflicting and ¢¢uivocal
findings in contraceplive rescarch (Stuart and Grimes, 2009). Cven though a considerable body
of work on omsl coniraceplive use patterns cxisls, uscrs and somclimes nonuscrs raccly use

consistent teemiinology appropriately and might have olien used them interchangeable (Covytoux
ct al, 2009).

Waoinen aceeptumce of fuinily planning services

In o study conducted in Ghona, women who were not using contraceplion at the time of the

survey: were asked o give the 1nain reason why nol. The reasons given were regrouped into nine
Catcgories: nO1 having sexunl intercourse or having sexuol imercourse infiequently; being
subfecund, infecund, menopausal, or having had a hysterectonty, posipartum abstinence, breast-

fecding or pregnancy; wanting more chitdren, the respondent, her pariner, other people, or her
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religion being opposed to contraceplive yse (‘oppositton');

the respondent cither not knowing a
method or a souice(*lacks knowledge');

fear of sidc-efTects or healih concems (*health Fears');

costs of contraceplion, lack of access to sources, or inconvenicnt to use contraccption ( ‘supply

L K . & . o
problems’). contruccption interferes with body’s natutal process, don't know or other (‘other’)
(Nicholas, 2003). The reason most frequently given by women for not using contraceplion was
that they were not in a regular sexual relationship, and hence presumably did not consider

themsclves at risk. Over a fifih of former users gave a reason relating to a cuftent or recent
pregnancy.

This percentuge was nearly 10 times the percentage of never-users giving this scason. Wanting to
have a child svas the reason for non-usc by about a sixth of fonmer users. Significant numbers
cited health feafs, with the percentuge of former users giving this reason being somuesvhat higher
than for never-users. In conlrast, the percemage of former users ciling opposition to

conlraceplive use by woman, her husband, olher people, or by her religion was only a third of

S _ N

thmt for never users. Lack of linowledge of contraceptive methods or sources of supply was

.

snsignilicant as o rcason for nonuse by former users, bul uccounted lor 13% of non-use by never-

uscrs. Conlraceptive supply factors, such as cost or uccess to supplies, were cited by a small
percentage of \women not using contraception.

No sexunl intercourse was by far the most common rcason for those whose Inst method was the
condom, rhythm, or withdrawal, incthods which require the active cooperation of a male partner.
1‘ Reasons relating to arecent pregnancy or 10 wanting more children featurcd prominenity lor all
| methods. Wem ast used pill or injeclables were far more likely 1o cite heahh fears.

gﬁﬁﬁi}\g%r:s‘::l:i—clmu@!. los:ned large as rcasons for not using contraccption
among women whose Tast melhcd-ws injectables, and 1o a lesser degree, among lormer pill
| users. Relatively high percentages of wonten who used condom or withdrawal cited opposition

as their reason. Of former uscis. younger women weie more likel)' than older women to cite not

having sexua! intercourse or having sexunl intercourse infrequently as their ceason for not using

contraception, Sub fecundity was the main reason for women uged 45- 49 years, bul was nol

imporiant for younger women.
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Sources of Oral Contraceptive Supplicy

Various studics in he six gcopolitical zones of N;

geeia have indicated that the main sources of
conlraceptives,

in decreasing order of {requency,
Iricnds/siblings/panincrs, and health facilities (Oye
2009). Ainong the

e patenl medicine storcs, phenpacy shops,

-Adenicun ct al, 2005; Abiodun and Balogun,
health facility sources, the availability of contraceptives is higher at privatc

clinics than b1 governmeny family planning and maternat heahh clinies or hospitals (Okpani and

Okpani. 2000: Abiodun and Balogun, 2009). In addition, more marri

cd than singic women
feceive contraceptives from the govemment-run health facititics, includin

g hospitals (Okpaniand
Okpani, 2000; Abiodun and Balogun, 2009),

Studies in Ghang and Renya have aiso shown that
from the private scctor (GPC and ORC Macro. 2004;
004). En contrast. in countrics like Zimnbabwe and Tanzania,
IS slrong govermnent involveinent n Lhe provision of family planning services.
users obtain oral contraceptives and condoms from the
2000 Chen and Guilkey, 2003). This public sector.
also seen in India ond Indoncsia (Ramesh ¢t

patent nicdicine shop being the most

these commioditics arc obtnincd mainly
KPC and ORC Mucro, 2 where there
the Ingjority of
public sector (ZPC and ORC Mucro,
driven cominodity source of conlraceplives is
al, 1996: Mizc and Byrunt, 1996). The trend of the

important source ol contraccptive commodities in Nigeria is
worrisome. The type of infonmation oblained on contraccplion froin a patent medicine shop is

incorrect because these shops are manoged by traders who theinselves may have linle
or no knowledge of contrsceptives. Unlortunaicly,

likely to be

the pharmacy shops which nre managed by
quolilied pharmacists arc few in number and are limited 10 the urban areas. The patent medicine

dealess, however, are more numerous and found in the vast number of rural and peripheral

villages, where 60%~70% of Lhe population resides, It is also in shese rural arcas that there are no
practising pharinacists or doclors 10 advise on contraceplive choices.

In most communities in Nigeria, single women arc therefore more likely 10 obiain conlraceplive
inforination and commoditics from patemt medicine dealers, because single women ane nos
cuhurally acccpled at conventional famity planning clinics. especially those run by the
government (Oye-Adeniran c1 ol 2005). Religion and Christian denontination have also been
shown 10 have an inllucnce on contraceplive usage. Rescarch by Oye-Adeniran ct al (2005) has

shown that while the Roman Catholics gel their contraceptives mostly from patent medicine
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shops, the majority of Christians get theirs from gencral hospituls. Catholic patronage of paient
medicine Shops and markey places may be connccted with a religious objection to the usc of
modem contraceptive inethods. Muslims in the Samc study’ also patronized the patent medicine
poned high disappioval by’ Muslims ol contraceptive use
(Oye-Adeniran «t al, 2005). In the saine suney,

the source of contraceptive commeodity. Nosi ad

shops more oflen because of the re

the age of the respondent was also imponant in

olescents used patent medicine shops. but from
the age of 25 Years there is g Breater tendency |

hospitals. This finding is

marrisge,

0 oblin contraceplives from the privole/gencral
largely duc 10 societal disopproval

of sexual intercourse before
the group 10 which most adolescents belong. Adolescent

s arc also most likely to obtain
condonis and OCs over the counter Il patent medicine shops where these culturyl inhibitions are

l&ss evident Unwanied Piegnancy and unsafe abonions g

morc comnion among young persons
(15-24 ycars), yet it is this same age group that Nigerian

cultural forces have prevented from

benefiting from adequate wnformation regarding contraception,

Sources of Informsation

Various studics in the six geopolitical zones of Nigeria have indicated

that the main sources of
inform:ation about contrace

ption, in descending order of frequency, include friends/ siblings.

radio/iclevision/new spapers/magazines, school fectuses/workshops/seminars, and health w orkers.
{Oyc-Adeniran c1 al, 2009) The poor- contribution of health workers 10 dissemin

ation of
Contiaceptise information is worrisome. More re

liablc information should ¢emanate from health
workers at the family planning clinics but, in Nigeria, the family planning clinics are not young
women- or adolescent-fricndly (Abiodun and Batogun, 2009). The main reason for this

unftiendlincss is rooted in the culiural fabric of Nigerian socicly where many: still regacd family

2001}, Recent observations n

planning services as the presenve of matricd peopic (@loide et al,
some centers and communities indicate stalYs in health centers are becoming an imponant source

of information, especially in southern Nigeria (Abasiattai et al, 2008). This is Probahly because

of the increased level of cducation among wumen and mothers in southemn pans of Nigeria
(Abssiattai et al, 2008).
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Conceptual Framuavork

\ conceptual framework presents o sysicmatic way of

undcistanding cvents and situation. [t is a
et of concepts, delinitions and proportions that explains o pn

»dicts these events or situdijons by
Hllustrating the relationships between variables (NG, 2005). The puipose of theoty in rescafch is

lo help the tescarcher 10 be able (o explain the dynamics of health behaviours including
processes of changing them and the influences of many forces that atfect health behaviours such
as the social and the physical environments, Theory and famewotks also provide planners the
most suilable inforination such os target audiences, methods for fostering change and outcomes

for cvaluation before planning and impletnenting health promotion interventions (NCY, 2005).
The PRECEDE-PROCEED mode! used in this study 1o guide in the design of Vhis study and to
capturc il the vatiables or elements imolvedin the siudy.

PRECEDE

The woid “PRECEDE™ is on acronym for “Predisposing. Reinforcing and Enabling factors. and
Causes 1n Educational Diagnosis and Evoluation®”. In 1980. Green, Kreuter, Ocods and Paitridge
developed this model. PRECEDE nodc! involves the predisposing, cnabling ond reinfoecing
causes in educational diagnosis and evaluation. It was developed 1o provide a focuscd targel for
inlervention and gives insights concemning evaluation. This model is a framework for the process
of systematic development and ‘evaluation of health cducation progrommes. An underlying
peemise of this model is that-heahh cducation 15 dependent on valuntaty cooperation and
padticipation of the clicht in-a process which allowws personal dciermination of behavioal
practices: and that the degree of chonge in knowledge und health pracuice is directly celated 1o the
degree of active participation of the client. i1 has served as a concepiual framework in health
education, planning simed a1 diognusing the health probleins of a community. understaading the
factors that influence the people’s behaviuue and developing intervention to promote healthy

behaviour (Green and Kreeuter, 1991). It emphasizes the importance of carcful preparntion belure
any intervention program is launched, snd comprises o dwgnostic approach for deciding what

DPe of intervention is likely 10 be useful in altering behaviour, and then for assessing its likely

impact Premises include: health education requires sOluntary cooperation of the client, hesith

behavior is determined personally; the more actively the cliemt panticipater the moee they wil)
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eam’ The PRECEDE model assumes that the many fuclors that intluence health behaviors

hould be identilicd in order to plan an appropriate cducational intervention (Green, 1984).

This model is multidimensional. lounded in the social/behavionral sciences, cpidemiolog).

administration and cducation. As such, it recognizes that hcalth and health behaviours have
muluple causations which must be cvaluated in order 10 assure appropriotc intcrvention, The
comprchensive nature of PRECEDE allows for application in u varicty of scttings such as school

health cducation, paticat education, comniunity health cducation, and dircet patient care sCttings.

PROCEED was added to the model in the lote 1980s based on L. Green's experience with
Marshall Kructer in various positions with the federa! governmcnt and the Kuiser Family
Foundation. PROCEED was added 10 the framework in recognition of the emergence of and
need for health promotion interventions that go beyond traditional educational opproaches ©
changing unhcalthy bchaviors. The adininistrative diagnosis is the Ninal planning steps to
"precede” implcmentation. From there “procced” 1o promote the plan or policy. regulatc the
environment, and organize the resources and scrvices, as required by the plan or policy. The
components of PROCEED 1akes the practitioner beyond educational imerventions 1o the
political, managcrial. and economic actions necessary to make social systems environments mon:
conducive 1o hcalthful lifestyles and a more complete statc of physical, mental and social well-
being for all. PROCELD is on_dicronym for Policy, Regulatory, Orgunizational Confitructs in
Educational and Environmental-Development. 1he purposc of the PRECEDLE/PROCELD model
is 10 direct initial attention o outcomes rather than inputs, [his forces plannets o begin the
planning from the outcome point of view, In other words, you as o programme planner begin
with the desired outcome and work backwards © determine what causes 11, what precedes the

outcome. Inicrvention s targeted at the preceding (octors thar result in the ouicome. The
planning process outline in the modc! rests on two principles

e The princ: ! [Bﬂﬂ‘li.in"flgnl which 0tes that success in achieving change s ctth?nced

by. the active pasticipation of members of the target audicnce in dclining their own high-

priority problems ond goals and in devclogwng and implememing solutions.
o

The 1mponant role of the envirnonxinial fuctugs_as determinants of health and healih

behaviour such as media, mdusiey, politics. ond soclal inequitics
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he PRECEDE/PROCEED framawork has been designed to avoid the philosophical tmp that has
aught previous ci¥orts o codify the practices of health education. The overriding principle in
his approach to hcalth education is that health behaviour must be voluntary behaviour. I1calth

mcans dilTerent things 1o different people, serves dilicrent purposes for diffceent $¢ople. and T
moic o less imponant 1o difterent people.

Description of the nutlel

PRECEDE - the first 5 phases

Phasc 1 - Social Diugnosis: The focus of this phase is to identify and cvaluate the social
problems which impact the quality of life ol a tacget population. This requires programme
planners 10 gain an understanding of the social problems which affects the quality of life of the
poticul, consumcr, student, or communily, as those populations scc those problems. This
followed by the establishment ol a link betwecn these problems and specific health problems
which may beecome e focus of health cducation, The tink is essenual in life and, in tum, how
the quality of lifc affects social problems. Methods used for social diagnosis mny' be onc or more

of the following: Community Forums. Nominal Groups. Focus Groups, Sunicys. Interviews.
Central location intercept

Phase 2 - Epidemiological Diognosis: Vhis phasc helps 10 determine health issues associoed
with the quality of life, |1 helps identify behaviora! and environmental factors relmied 10 the

quality. of life issues ‘The focus olthis phase is 10 identify specific health problem and non health
factors which are associated with a poor quality of life.

Describing these health problems can:

1) llelp csblish relationships between health problems, other health conditions. and the
quality of lifc;

Lead 10 the scning of priorities which will guide the focus of pmgramme desclopment and
resoucces utilization; and

3) Make possible the delineation of responsibilities beiween involved professionals and

orgonizations and agenicies. These priorities arc defined a3 programmie objectives which
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define the targey population (W

1O}, the desired outcome (WEIAT), ond [HOW MUCIH
benciit

the target popiulation should benel L and by WIIEN Ihat benefit shoutd occur.

Examples of Epidemiological data includes: vital statistics, years of potential life loss, disability,
Prevalence, morbidity,

incidences and mortality, From phase | und 2 pfograrnme objcctives are

created - that is the gonl or goals you hope to achieve as a result of implementing this progiimme

Phase 3 - Behavioral and Euwvirommental Diagnosis: This phase focuses on the systematic
identilication of health practices and other fictors which scem to be linked to heahh problems
defined in Phase 2. This includes non-bechavioural causes (petsonal and cavicomnental factors)
that can contribute to hcalth problems, but are not controlled by behaviour. These could include
genetic predisposition, age, gender, cxisting discase, climate, and workplace. the adequacy of
health care facilities, cic. Also ass€sscd are the behaviors which cause healtth problems in the
larget population. Another imporiant component of this phase is the determination of the
importance and relative changeability of cach behavioral cause. It is critical that a behavioural
diagnosis is complcted for cach heolth problein identificd on Phase 2. This will allow all the
planners to choosc torget behaviors which will become the focus of specific educational
interventions. The Bchovioral Mateix is used 1o identify' targets where the most eftcciive
intervention measures can be applied. More important Less Importont More Modifiable High

priority for intervention Low priority, unless political considerations dictate Less Modifable
Innovations required 1o devclop intervention No programnic required.

Behavioural Diagnosis is the analysis of bchavioursl links to the goals or problems that are
identificd in the cpidemiological or social diagnosis while environmentol diagnosis is a poralicl

analysis of factors in the social and physical cnvironment other than specific actions that could
be linkcd to bchaviors.

Phase 4 - Educational Diagaosis und Organizational Diagnasis

This phase assesses the causes ol health behaviours which were identified in Phase 3. Three

Kinds of causcs arc identificd - predisposing factos. cnabling factors. and reinforcing fnctors.

The critical clement of this phase is the selection of the factors which i jnodified. will be most

likely 1o result in behaviour change. This selection process includes identifying and sorling
| (positive and ncgative) these foctors in appropriate calcgory, prioritizing faclors among

catcgorics, and prioritizing with cotegorics. Prioritization of foctors 1s based on relative
|

! 2?
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importance and changeability. | caming objectives pre

then developed which focus on these
selccted (actoss.

Pinpoints the factors tlat must be changed 10 initiate and maintain behavioral
change. It is duting his phase that specific interyention objectives ore created and lhe
intervention itself will be inplementcd. ducational and orgunizational diagnosis looks at the
specitics that hinder or promote behaviours refated to the heahh issue,

Predisposing Factors - any characteristics of o person or population that inotivites behaviour

prior o the occurrence of that behaviour knowdedge, belicfs. values, allitudes.

Eoablers - characteristic ol the cnvironment that fucilitote action and any skili or resource

requircd Lo attain specific behavior such as accessibility, availobility. skills, laws (local, state.
federnl) etc.

Reinforces - rewards or punishments following or anticipaled as o consequence of a behaviour,

They scrve to sirengthen the motivation for behaviour. Reinforcing factors includes faniily,
peers, religious Icaders, teacher etc.

Phase § - Adwminstrative & Policy Diagnosis

This phasc focuses on the administrative aiid organizitional concems which must be addressed
prior o program implementation. This includes the assessiment of resources, budget developnicnt
and allocation. development of -implementation tlimetable, organization or persoancl within

programs, and coordination of the progtamme with all other depariments, and institutional
organizations and the community.

Administrative Diagnosis - the analysis of policics. resources and circumstances prevailing

organizational situctions that could hinder or facilitote the developiment of the health progrsmme.

Policy Diopyosis - 10 assess the compatibility of program goals and objectives with

those of the organization and its udministration: docs it [it inio the mission statements, pyles
and repulations,

PROCEED . the sccond 4 phases

Phase 6 - |mplementation of the progremme
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Phuse 7 - Process Evaluation is uscd to evaluatc the process by which the programme is being
implenicnicd.

Phase 8 - Impact Evaluation inegsures the programme cflcctiveness in lerms of intcrmediate

objcclivcs and changes in predisposing, enabling, and reinforcing tactors,

Phase 9 - Outcome Evaluation measures change in terms of overall objectives and chnnges in

health and social benefits or the quality of life. 11 1akes a very long time to gel resulis and it may

take ycars before un actual change in the quality of life is seen.

In applying the model to the study. the focus will be on the PRECEED pan of the model.

Predisposing factors

: The predisposing lacloss are the behavioural pntecedent factors thnt make uny health related
*  behaviour more (or less) likely 1o occur. They are the faclors thal must be present before a
behavioural decision can lake place. The predisposing factors include knowiedpc, nttitudes of

heahh workers, perception on. valucs and inherent qualities which are useful for describing the

disconlinuntion of oral contmceplives among marsied women.

Enabling Faclors

These are the factors that make niny health related behaviour more or less likely 1o eccur. These
factors include cost, lime, skills, place and resources. With sespect Lo linancial eesource
available, o woman may discontinue the usc of orat contraceptive if she cannot aftord to buy i,
The little or no risk associated with lhe use of oral conlraccptive increases the likelihood of on

increase in ils-use, The supply and sources of infonnalion (or oral conlfaceptive use can
contribule 10.its use or disuse as the case may be.

Reinforcingt Factors

These are the factors that are refated to the influence of significam others such as peers, parents.

husband, other rejatives. religious bodies, the mass media ctc. TFor inslance, a lady inay be forced
| to discontinuc an oral conlraceptive usc in order o please her husband of conlinue use if her

husband encourages and embruce family planning.
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discontinuuijon wnong marricd Women in Ibadun North locitl government Arey Ndapted
from (Green und Kreuter, 2805)

L
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CHUAPTER ‘ThR Lk

METHODO Oy

Study Deslgn and Scope

This study was descriptive cross

fectional and was designed 1o Wentify factors affeciing oral
conlraceplive use and d

iscontinyation amonyg married wom

en, The siudy further sought W assess
the knowtedge of muarric

d women towarls the use of conlraceptive,
marricd women towanrds oral conlraceplive, determine

family planning methods and the prevalence of Ji
region swhere the study was carried oy,

the level of aceepiance of
the alnude of masried women towands the

scontinuation of onal contracepitive in the

Study Aren
The study siic for this rescarch project was Ibadan Noeth-Local Government Council Arca,
which is nadc up of iwelve wards Each of these wands is made up of coinmunilics and arcas.

L Thelist of'the ward and communities were 2s follows:

~ [Woni | | Beere, Kannike. Agbodagbudu, Oke-Are, Odooye
Ward TOde-Oolo. inalende, Omiyarn and Oke Olor
 Wand 3 -*r\_deupo. Vemelwy, Oke-Aremo, and Isale.Ala =
Wardy i 10ba: 1i-0ma, Oje-igosun, Kube. Oke-Apon, Abenta. Aliwo/Total and
NTA ancas
Ward § H-’rﬂmhi{mn. Oluwn, Ashi, Akingbola, Ikoloba, and Gate
Ward 6 (" This has only one large community- ~Sao Area” e X 1
Ward 7 "I Oke-Iunu, Coca<ola, and O1 emeji Area : w
Ward 8 T Sango ond Tjukedo orca d
Ward 9 | Mokola. A go Tapa ond IP'remier llotel arca
WB i -ilod{ja, Sccrcloriol, Awolowo. Obasa ond Sanusi Bl :
[ Waord B Sarnonda, Polytechnic. and University of Ihiklannrea
ln_Ward 12 Agbowo, Bodijo Market, Ojunin, Borika ond Iso Fako, [aga</Tbadan
[apress road N ‘ _

k11
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Ibadan North Local Government is one of the
the federal
\

Locul Glovernment in Oyo state and was created by
militory of Nigeria on 27* Sepicinber, 1991, Thi's Local Government was canvex' axbit

of the defunct fbadan Municipal Government along with others, The components ol the Locsl
Government cover ared between Beere roundabout through Oke-Are to Mokola, Okic itunu and
ljokodo. The other components arc arcas from Beere roundabout to Gatc, [di-Ape to Bashorun
and up to Logos/Ibadan expressway, Sceretariat, Bod yu, University of Ibudan and Agbono sreas
The Sccretariat o Mthe Local Govemment is presently and tempomrily accoinmodated ut Quarter
87 ot Government reserved arca at Agodi but the hcadquarters of the Locat Governntenst s
Bodijo. Ibadan North Local Govemment is bounded by other Local Governments. tn the North.
it is bounded by Akinyele Local Government Council. In the West by Ido Local Govemment

Council and bounded in the East by fbadan North £ast and Lagelu ).0cal Government arcas
respectively

Ibadon North Locul Government Council Arci has o population of 306,364 people. The male
made up of 152,608 pcople while the femule population was 153.756 peoplc (National
Population Commission, 2006). The Local Government consists of Muiti-Ethaic nutionalitics
such as the igbos, Edos, the Urhobos, ltsckiries, ljaws, Huusas and the Fulanis and Toreigners
who ore from Curope, America, Asia, ond other parts of the world but prcdominantly dominaicd
by the Yorubas. Majority of the population of Ibadun North Local Goverminent are in privute
sector. They are mainly traders and Artisons. A good number of their workers ore civil servants
who predominantly live around Badijo Estaic, apbowo. Sango. Mokola, the University of |badan
and the Polytcchnic Ibadan. There are sis major markets in the local government council; they
are Bodijo markel. Sango, Mokola. Sabongeri markel, Gege and ljokedo/Gbaremu Mackcts.
Thousands ‘of _pcople patronize thesc markels on doily basis respeclive of their focal
govemment origin, Soinc people (traders) tras ¢! from outside Ibadan and other states 1o buy and
sell in thesc markets (Oy o state government websites).

There are sixtecn private health (acilities, seventeen focal health (Bcilities. onc swate health

facility and federty) facility offering contraceptive services to women within the local government
0.
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The local govermment cnn be further steatified into three “segments:

i. Inner core conunumity type: This can be described as a geogmphical orea located at the
central or innermost parts of a city and lies within an area of ey cconomic aclivily and
par.cularly associated \ith social problems such as inadequate housing and poor cnvironmiental
hygiene, and high levels of crime and uneinployment. in this study. the communities considered
to have [allen swithin the inner core are: Beere, Kannike, Agbadugbudu, Oke-Are, Odo-Oye,
Ode-Oolo, Inalende, Oniyanrin and Oke Oloro, Adcoyo, Yemetu, Oke-Arcrno, and Isdic-Alfo,

Others are Mu-taba, Idi-omo. Oje-lgosun, Kube, Oke- Apon, Abenla, Aliwo/Total Garden and
fATA arca,

2. Transitionul community type: This is 0 community type or Kcographical arca undergoing
process of change in term of housing und infrnstrictural development but with less social
problems. The following are the arcus covered: Subo arca, Oke ftunu, Coca-cola, and Oreme;ji

arca. Others arca: Sango and ljokoho urca. Agbewo. Bodija markel. Oju-irin, Barika and iso
Pako, Logos/ibadan express road.

3. Peripheral commmuity ovpe; This is wcommunity type or geographic area wineh lics just
outside an arca of key economic activity, Itis usually a new residential arca bordering city or
large town und with marked layouts, steeets and finked access roads. In this study, the Akingbola,

Ikolaba, and Gaie. Mokola, Ago ‘Tapa and 'remier llotef ared, Boxlya. Secretarial, Awolowo,
Obasa and Sanusi, Samonda, Polytechnic and Unwersity of Ibadan anca

ttudy populution
The study population wis a group of individual macricd wonien in sarious trade and occupation

residing within Ibadan North Local Govemment Area. V'our hundred and sixleen respondenits

Pticipated in the study.
Study Vuriables

0 order to determine the study variables, o number of variables were identificd. These vanables

were epregated to dependent and independent, for casy analysis.
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The indcpendent variables are (he presumed cqusal

faciors. the voriables that ase been
manipuloted in the study. The independent variabie in the study were factorsthal could moke one

o use of disconlinue the use of orl contsaceplives which might inclide the socio. demographic
characteristic of the study population such as

Age. Occupation, 1.cyvel of education. Religion,
Nutwber of children and Eihnicity,

The dependent variables are the presumed ellcets or conscquences of the manipulation of the

independent. In this study. the dependent variubles were Attitude. Knowledge of oral
contraceplive use, and Acceptance of oral contraceptive pills,

Eligibitity criteria and Inclusion Critcriu

Participats included in the study were females that hod been snarried once and had one time

uscd or are currently using oral contruceptive pill ond on the imic of the study, was a resident
withtn the local govemencnlt nrea.

Martied swomen who had ncverused QCP before were excluded from the study. Also, participant
who were unwilling or unavoilabic 1o be pant of the study were ¢xcluded from the study.

Sawmpling ruccdure und Size

The sample size was deicrmined using sainple size fomwla for estumating single proportions
using the EPI INF® Statistical Package 6.04.

Size of the populotion 58785 (58.785)

Desired Peecision 0.05

Expected Proportion of wwomen on OC but chonged to other methods = 87.9% (Abasialtai ¢t af
2011)

Conlidence level 95%

Sample size 378

Adjusting for 10% non-1esponse wic gives a inininium saniple sizc of 416.

Sampling Technigue
In order 10 sclect respondents for the questionnaire administration, a multi.stage sampling
technique was uscd. Firstly, all wards within the local govenunent were divided into three (Inner

core, Transitional, and Periphecal coniunity 1 pes) segnients depending on the nature of the
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communitics in cach scgment. 416 marricd women in 6 ol the twclve wards In the LGA were
sclected by 3 stages. The steps followed were:

{.  The first stage was the mndom sciection ol six wards out of twelve wurds through balloting
(which 15 50% of the tolal number of wards in the local council area).

2. The second singe was the selection by simple randomization (through balloting) 3 ccriain
number of communitics in cach candomly selected ward which was uscd s n sample
frame, (Since cach ward is nxde up of severnl numbers of communitics and all of tiiem
could not be sclected).

3

The third stage was the finad selection by simpic randomization ceriain number of
respondents (marricd women) from cach wand, based on the size and number of

communitics relative 10 ward (see Table 3.4 for details).
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3. Peripheral communities
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Table 3.2: Detailed inform

aionon *

stratificating' jnte cummunity gy pes

' Ward 11 i

:

FCOF'“““")' ik Wands Arcax/Comnmunities coveredl
coverul
lnner Corc Ward | Beere. Kannike, Agbadogbudu, Oke-Arc. Odo-Oye
community Wau 2 Ode-QOolo, Inalende, Oniyanrin and Oke Oloro
Ward 3 Adcoyo, Yemetu, OKe-Arcmo, and Isale-Alfa
Ward 4 Itu taba. Idi-Omo, Oje-lgosun. Kube, Oke-Apon, Abcenla.
\ Alinwo/Total Garden and NTA arca
Trnsitional "L\\‘ard 6 Only one large community Sabo Arca
community type  Ward 7 Oke-ltunu, Coca.coln, and O1eme;ji area
Ward 8 Sango and ljokodo arca
Ward 12 Agbowo, Bodijn Market, Ouu Irin, Bankn and Iso-Pako,
LagosIbadon Expeess road
Peripheral B Ward § | Dashorun. Oluso, Ashi, Akingbola.Ikoloba and Gate
community Ward 9 Mokoln., Ago Tapa and Premier llotel area
| Ward 10 Bodija. Sceretarinl, Awolovwo, Obaso and Sanuss

Samonda. Polytecnic, ond University of Ibadan area

Two words were randomly selected (Two wands from ‘laner Core', 1wo wards fromn

*Transitional' and two wards were selected from *Peripheral community type’) using balloting

trom cach of the community 1ype to makie a total of six wards n all
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Table 3.3: Nwmbers of connuunities raudurnly selegge through balloting

X | Community Type

1PR;nmioml)‘ ' No. of communities | No. of communitics
velecledi wards | in cach wurd rundaunly selected
\ Inncr- core conimunity Ward ? 4 >
R Waedd |4 2
], Transitional commmmily | Ward § T 1
3 Waid 12 6 T
S Peripherul Connmunity 1 Ward 9 ' 3 1>
!

& Ward 1) 3 2
T — 7 T - aka

The above table (1°.3.3) shows the totel pumber of commumtics 1n ¢ach of the randomly’ selected
wards and the numbcre of the communities eventualy sclected by simple randomizawion through
balloting. A touwl of 416 women were sclected from the communitics by randomization (based on
the size and numbers o[ communities relstive to cach wand) through balloting: For instancc. in
cach selected community, sixty-nine (69) married women were randomly sciccied. excepy n
Ward 8 where thiny-live (35) married women were. lience, in cach ward where two (2)
commumties have been rondomly selecied one hundred and thirty-cight (138) marmed women

were randomly selected. ‘except in Waord where 105 marricd women were selecied 1andomly

because three (3) communitics were randomly selecied there (sce Table 3-4 helow).
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Table 3.4: Numbers of connmunitics seleciva and nuinbier of respondents

linal

ly selecteil

SN | Comnwnity | Rundomly “No.of No of NG of rospomikas
Type Seleeted words | oo niunities in | connmunitics selected(bascd on
(6) each wurd rundomly sclected | size and number of
connnunities
sclected {rom euch
| - warl)
N Inner- core | Ward 2 4 2 69
Ward 3 4 2 69
2 Transitienal | Ward § il T\ [T . —_r'lj(lmgc communily) | 35
commun ity Word 12 :. 2 ] — —s i
3. | Periphcral | Wand9 W N 69
Communily I"\\_aﬁu_ 3 A |- 69 ]
'| GraundToral (22 |12 416 rspondents
e ——

—_—

Method and lustrunient for Data Collection

A semi-structurcd intervicwer adimiiistered questionnaire which included a 15-point knowledge

scale and 2 12. point attitude scole was developed for the study. The insirument was designed

afier a thorough review of litcrature ond extraciing pertinent vanables relating 1o faciors

alleciing oral contrmceptive usc and Jiscontinuation from standardized instruments such as yhe

NDIIS questionneire. 1t also received input from experts in the arca of contraceptives. The

Mionnairc was Orgur“zcd into 91X seclions 10&‘“‘ A-F {SCC Appcndn\ 1}, Section A Sought

information on respondents’ age, rcligious alYilistion,

Iribe, cducational stalus, number of living

children snd other demogmphic information while section B questions swere centered on

prevalence of oral contrisceptises use among married women

acceptance o foral controceplives while section D cyplored ihe knowledge of respondents on ogl

conlraceplives. Section E questions were O sttitude of respondents on (amily plaaning in

fenera] while the seciion F questions were 0n the factors inlluencing the discontinualion patem

of oral contraceptives

Section C souight

infocmanion on
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Validity of the Swuily

To ensure the validity of the instruments in

terms of expected measures, contents strengih and
accuracy, the diafl of thie questionnaire

was dcwloped based on ilic objectives of the study. 1t
was designed based on litcrature review then subjected 10

revicw by my supcrvisor. Therealter.

the drafl questionnaire was subjected to peer's review, pretested and modificd.

Reliability of the Study

In order to determinc the reliability of the instruments, o pre-test was conducted among matTticd
women in Wofun -Oloedo community, tggelu foca! govermment arca of OYo State. The pilot
study was conducted in order to know if the respondents had the ebility to understond the
question items in the questionnaire: content understanding and appropriaieness, adequacy’ (o

measure the aims and objcetives of the study ond the nnalysis procedure for the actual survey.

The pretested questionnaires were cleaned, coded and cntered wnto the computer system. The
reliability of the questionnaire was detesmined using the Cronbach Alpha technique of the
Statistical Package for Social Sciences (SPSS) o detennine the reliability co-ellicient of the
questionnaice. According (o this approach,-a result showing correlation coeflicient equal W or
grealer than 0.5 is said o be rejiable. The result from the analysis of the data collected during tlie

pre-lest showed reliobility co~icicnt of 0,79 that the instrument is reliable before the main dawn
sollection.

Few revisions were made on the instcuments before they were finally put 10 use among mamied
women in Ibadan North local government, Revisions included. the substitution of a science
oricnted word to an Lnglish word but still with the retention of its meaning for better

understanding of the study pasticiponts, as \wvcll os skipping mechanism were also included in the

questionnaire.

Data Collection Procedure
The data were collected using the semi-structufed questionnaire (sc¢ Appendix 1) with the help
of three trained field assistants, The Questionnaire Wwas interviewer-pdministered questionnaire, A

wial of 416 questionnaires were given out ond 416 valid qucmonnnitts vverc atso retneved
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Three ficld assistants were recnuited gnd trained both for the pilot and for the moin survey, The

the objectives ond imporance of the study,
administer the study instruments,

naining focused on

the sampling processes, how to
how 10 secure pespondents’ informed consent and gencral

instrument was discussed in detail during the training and the ficld

with it by conducting role-plays with each other. The ficld assistants
were involved in the pretest of the study

intervicwing skills, The study

assistants became fomiliar

instruments and this creared opportunily for them 1o
lcam how 1o collect the required data. The prclest was

also an opportunity for them to practice
how' they would go about collecting the data. while the rescarcher walched 10 sce how the

excreise ws being done and 1o make necessary' correction(s).

The questionndires were admiinisiered al various communitics that were chosen from the
sampling procedure within the local govemment between the hours of 9: 00am and $:30pm for 2
weeks, Consent of the panticipants was sought before the administration of the questionnaire
after cxplaining to them the putposc of the research, lime that would be spent, and the benefits of
the research. The respondents were asked if they would like to ask quesiions and their quesiions
were answered by the rescarcher before the instrument would be completed. After a licld

assistant. had collected a questionnaire from o respondent, she cheeked for completeness of the

questionnaire. Atlention of a rcspondent was drawn to cases of omissions or incomplete
responses in her questionnaire.

Daia Manapgenment and Aunalysis

Allcr administering the interviewer-administercd questionnaise, manual editing was carried oul
10 psccrtain completeness, consistency, BCCurdCy and uniformity. Scrial number was writing on
the questionnaire. for casy identilication and recall of sny instrument with problems A coding
guide was developed with which the rescarchee used to organize open-ended responscs into
numerical values that aided their tabulation and analysis, The responses Irom thequesiignaaings
were then cntered into the computer and analyzed using Siatistica) Packege foc Social Saielia

(SPSS), Frequencies, percentages ond tables were genemied

The analysis was donc using descritive i ¢ mean. median and mode and inltucntial chi-square

satistical gnalysis. In order 10 deterine the true knowledge and athtude of the respondents
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on the responses to ion ; .
ed e po the question iems. o scoring mechanism was adopled. The correct
wformation given 10 the question jiems by

| the respondents aitract certain scores that were used
in compiling the respondcnts’ Knowledge and anjtude on onl conraceptives

In addirion, lindings from this analysis werc the Bases upon which the discussions were made.

statistical chi - ! dics
The tical chi squarc (X°) test was used 10 clicit the probabilitics and chances of occurrence

of differences in the variables. The siatistical test was ¢

arvied oul on a4 959% condjdence level and
slatistically insignificont values were excluded 10 ensure

true rcsulls were obtained. The
questionnaires \wete stored in a place safe [rom destruction of waler or fire or where un

authorized person will not have access 10 them after analysis.

Ethical Considertion

Prior to the coinmencement of the study, cthical approval swas oblained from the Oyo Swtc
Etical reviay committiee. The commniitice helped 10 ensure thay the rescarch work conforms o
the generally accepted scientific principles and intemational cthical guideline required in human
swbject's research. (sec Appendix I for the letier of approval}, Oyo State Ethical review
commitiee ensuied the salcty, dignity, rights and W cfl-being of the puiential research panticipants
by providing an independent, competent and timely review of both the cthicy and science of the
study befotc it was carricd oul, They monitor the imptemeniation of the study 10 ensure that the
project was carticd out cthically through the project supervisor. Dunng the review. the ethics

committee ensurcd that the following cthical principles wene taking care of in the research
proloco!

Ropect for Persons

Onc. of the ways the principle of respect for pérsons was pul into the practice was in the
execution of inform consent. lnlormed consent of the rescarch participants was goticn by giving
the pariicipants mbequate information conceming the study which included the focus of the study.

objectives of the study, study methodology, inconsenicnces that might be capericnced and the

potential benefits of the study to society.
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During the data collection process, the Participants of this study

! . were provided with omple
opportunity to consider all options and ask questions related 1o the study

The participation in the
siudy was made voluntaty and the researcher gko cnsured that the pariicipants undcrstood the
given i0formation about the research und obigined

their agrecment 1o participant in the study
without unduc influcncc

Of cocrcion. The participants' conscnts were docurncnt through an
informed consent form attached to the instrument used for the study und the volunieers were

asked (o append their signatures of thumb print aficr they have eeceived adequate tnformation
about the study and were ready to be part of the study.,

Benclicencc to barticipanis

Benclicence dcals \vith the responsibility of researchees to maximize benelits and minimize harm
ard nsks to pecrsons who participate in the ecescarch, therclore, in this siudy, the principal
investigator conducted both potential benefits and potential risk thot could be involved in the
rscuch befose its implemcentation, The rescarch protocol demonstraied the immediate,
intennediate and uhimate bencelits of the proposed investigation 10 the full undcrstanding and
acceplance of both the cthical review boanls and the rescarch subjects, The rescarch is of benelit

to the socicly, The lindings from this sludy could be used for appropriuic behavioural change
inlervention about oral contraccptive discontinuation.

The principle of beneficence was olso demonstmied by the gualitication of the principal
investigator and his supervisor. The qualificalions of the supervisor of (his study showed and
convinced the cthic commitice that the rescarchers are competent and capable 10 carvy oul the
study and safegoard the welfare of persons who would participate in the study. The study did not
in any way put the participants in dangcr bocause during the research, there was no collection of
invasive materials and the participants were frec to decide not to unswer a porticular quesion i

they were not comfostable with the question

Justice
In this study, the research participants wére never selected bccousé of race, case of access, o¢
their compromised positions ad recried participants were given equal oppanunities 1o

withdraw' (heir consent freely during the sudy, The study included diverse clements af the
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Ipopmalion. This was done

e | through the opplication of scientific sampling technique in the
dentification and sciection of research Porticipants. The panicipation

" in the research gronted the
participants the basic rights 10 the benefits of the study’, This

- ) study is responsive 10 the necds who
panticipatedin the study and 1he recommendaiion given from the study outputs reloics well 1o the

study communily.

Confidentiality

Conlidentiolity of each participant was rnaximally mointained during and ofter the coliection of
his or her dala or information. During the study, the rescarcher was saddied with the
responsibility of preserving the confidcntiolity of informnation reccived ond anonymity of
respondents. This was employe¢d in the design and consiruction of the research instrument, as a
resull. the instrument locks any personal identilier such as name of participants or their

addresses. This isimportant to make the infomiation given by each respondent as confidential as
possible.

Also. during the data collection. the participants were informed of the proccdures necessary lo
make keep their identity ond information conlidential. This was done lo ulloy fear and anxicty
abou! the information given during the rescorch. The rescarch assistants used for data collection
ware Irustworthy and were known to the principal investigator in their attitude ond obility 10
collect the right information from the participants. Information gathered from the respondent was

stored in the computer package (or onalysis by the principal investigator and access was Rever
granied to unauthorized person.

Limitation of the Study
Pasticipants may nol give valid information nboul their contruceptive use. Also, there is a
potential for recall bias #s the \women may nol remember accuraicly their contraceplive use. The

researches tricd 1o Jimit these biases by using check questions to conlirm the period of their OC
use
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CHAPTER FOUR

RESULTS
4.1 Respowdents’ Socio-demographic chacacteristics

Tabie 4.1 shows the basic socio-demographic charateristics of the respondents, All the 116
spandents were female of rcproductive age. The majority of respondents has had sOme
education; however. 3.8 percent of the respondents hase never atiended schoal. 1.3 percent of
the fespondents have aitained primary education only, while 582 percent of women have
attended secondary school and 26.7 percent have attained tertiary education, About 46 pertent of
all respondents are Muslim ond 53.6 percent of respondents are Christian. The cthnic
composition of the sample indicates that most respondents are Yoruba (80%), 13.7 percent arc
Igbo and Hausa (2.6%5). Other cihnic groups consiitute 3.6 percent of the respondents that
included Egbira. lishckiri and Edo. Majority of the respondents (94%%) were curiently marricd

Majority (86.5%¢) were from monogamous family and miojority (92.8%) were working. The ages
ol respondents ranged (rom 19 — 56 years with a mean oge of 35.647.8 ycars. Aboul 7% of the

nspondents were unemployed at the time of the study and the major occupation ol the
repondents who were gainfully employed was iroding (61.9%%)
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Table 4.1: Respond,

WS yyci0

- tlem T3
Ographic infurmy, tiv,

Characteristics —
~ Secondmy education o : (N=416)
Terti y : \\\""ﬂmncv :

&y educalion = bredguency (%4)
Psimary education .'..1_ =
No formal Education ‘: 7' 26.7

Religlon 13
Christianity 16 38
lfl&fm 3

Ethaicity '!'93 53.6
Yoruba 46.4
Hoes 3 %
Edo ﬂ 13.7
Egbira " 26
lishekiri 5 .9

Respoodents Age 3 1.2
Less than or equal 1o 25 S
More than 25 34 5

'\tf[in)cars}' 382 8.2

| Current Marital Sz tus 91.8
Mamed
Divosced 392
Widowed 16 9;.2
Mon 1.9
o¥am)
Polygamgys 352 86.5

Are you working §S 13.5
Yes :
No 386

92.8

Ottllp&ll.n (N & 386) 30 73
Tradiqg I
Tcac'hmg ..;9 619
Ffshaon Designing 4 28
Civil Servani 33 85
“‘imfﬁsmg 29 7.8
Catering | 8
Accounting 35 13

$

Respondeq, munthly Income

---_’SLI'_"P_CIq(maIc. Mcan= | .7: N
“Mean oge » 15,647.8

ber of female; mean = | 4

Ave iXome = 27734 $8+27153 9:
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‘mead ape = 356478

[ | 17*1“ vedis :
WL0-24 yeany

R J5-3Gyerrs |

Mean age= 238429 years

Ranpe: 17 30 yeals

Figure 4.1 Respondents ape distribulion
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12 Kaowledge of respoiilents on oral contraceptives Use
b}

The sourees 0f OC and knowledge on the brand of OC known by respondents were presented in
‘Table 4.2. Health \workers (38.8%) were moe common source of

tnformation on OC. followed
by friends (29.6%). and television (16.5%).

Rodio was the Icast (15.1%) sources of information
the respondents was combination3 (28.2%) followed
by Duofem (21.3%) and Confidence (19.4%). The least ksiown brand of OC was Eslution (3.7%)

and ‘Apoil ond Stil’ (1.1%), The proportion ol respondenis with good and poor knowledge
scores telating 10 oral contrnceptives are shown on figure 4.2, More than a quarter (28.1%) of the

tespondents had  poor knowledge. Respondents had a mcon knowledge scorcof 14.0 £ 1.1 (sec

on OC. The most coninton brand ksiown by

Figure 4.2 for details). 1a Table 4.3. further analysis ofthe questions on knowlcdge revealed that
all the respondents (100%6) know that the use of oral contraceptives prevents unwancd
pregrancy. However, 10.1% of the women thought that om! contruccptives can only be used by
mamed women. About a half (44.7%5) of the women didn’t know that oral contraceptives can be

used after abortion. Only 79.6% of the women know that oral contraceplives delay ovulotion.

Tadle 4.3 shows respondents’ knowledge of oral coniraceptive by selected socio-demographic
characicristics. The selected characteristics-were age. level of education, mantul stotus, ond
rligion. The proporiion of respondenis vith/good knowledge scores increase with increase 1n
8ge. Proportion o frespondents with good knowadge among those oged <25 end >25 ycars wene
60.0% and 72.7% respectively: Overall theee was no significamt diflerence between know ledge
of oral contraceptive and oge-of respondents (See Table 4.5). More Christians (80.0%) than
Muslims (62.4%) hud good knowledge of oral contrmceptive. There was a significant relationship

batween know ledge-of oral contraceptive and respondents’ n:ligion

As shown'on Table 4.4, Hleadache (23.1%s) had the highest proportins among the side elfects of
otal conteaccptive mentioned by the respondents, followad by weight gain (20.9%) and imregular
Menses (19.5%%) Table 4.4 shows respordents’ know ledge of side cifects of oral contraceptives.
Headache (23.10%4), weight gain (20 90%) and irrcgulor menses (19.50%) top the list of side
effect ps given by the respondents (Sec | igure 4.4). The gropocuon ol'those who were dtsw
(75.0%) was higher thon those who were currently matricd (72.2%) which in mm was higher
W those who were widowed (37.5%). Overtl ihcre was no significant relationship betwexn

| : Sec Table 4.5
! knowledge of oral contraceptive and responidents maritn! status (Scc Table 4.5)
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Tﬂb'e 1 2 Suu 0] “"d '("0‘ dgc 0‘ I"('.'il'..ldcnt
s on bﬂlﬂ‘l

of OC

(N=416)

Characleristics

Frequcency Frequency (%)

*Sources of information on Oral Contrgeepliv
[\

Health worker

. 277 38.8
Television o .
Radio - 16'5

L 108

Orul Contraceptive yrands nicntioned by respondents %
Combination3
Duoofem = i
Conlidence i #h
Mycrobynon . i
Lo-femenal i3 o

122
Neogynon 9 40
Esfution o
50 3.7%

Apoil and sti

IV

A%
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Knewledge related to Qral (e
R€ related to Qryl Contrice

—

unwanted pregnancy

Oral contsaceptives is (he only torm
of contraseptivces

Onatconirceptives can only be
mameod women R

Oral cgmrac.epll\s prevent sexually
iRnsmitted infections

Oval contraceplives cannot hye ysed
with any other forn of contraceplives

Oval contraceptives cannot be used after
8% abostion or miscarriage

Oral contraceptives delay ovulition

Long term use of oral contraceptives
e femalc feniliny

10ng tenn use of otal conkaceptives
N cause ovarian eqgicer

Oral contraceptives are not being 1uken daily

T _
inf::dt{se of contraccptives method will
~—==Lere sexual intercourse

T E——_—

The uscoral c ontracepives prev e

abled.3: Knowledpe of Respepdents on Oral Contr i
accMive

(N= 416)
pives

Patiern of ltesponsc

© No
———— (") B )
416(1000) Tg0.0)
1(0.2) 415(99.8)
42(10.1) 374(89.1)
12(2.8) 404(92.1)
I80(91.3) 36 (8.7)
18644:4.7) 230{55.3)
¥5(20.4) 331(79.6)
36(8.7) 380(91.3)
20(.4.8) 396(95.2)
4(1.0) 112(99.0)
10(2.1) 10697.6)
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Table §.§: Respond,

haracleristics

+Side Effects oi&]ﬁ'com

Headache

Weight gain

Ireegulnr menses
Visual change

Causes harms 1o womb
Moodiness

Facial Pimples

Tender breast

No sexual sprisfaction
Dizzincss

Causes body weakness
licking

I use to forgel 1o Se iy
[ causes cancer

*Multipic r:tponsc p_rcsc:nl

(s’ Kuo\ylcd&.

raceptiy e

AFRICAN DIGI'%I‘HEALTH REPOSITORY PROJECT

.
-k - 1
——. T'refuency
e

213
193
180
121
43
54
42
24
19
I6
I
3

2

:

(%)

512
46.4
43.3
2.4
10.3
12,9
0.1
58
4.6
38
2.6
0.7
0.5
0.2



N=416
I L
% 719%
. / B Poor Konwiedge
B Good Knowledge
LS /
Poor Konwiedge == o i -

ood Knowledge

Knowledge scares of > 1.4 ind <
4L B I we ,
I Cood hnowledge (10.13) =24 | oo o 5200 4nd noor respectively

I*our Knowlcdgre (1.1- 1§ poiLs}) %6
Mean knowledge seore = 14.0°41.1

Figure 4.2: knowledge of respondents on oral contrace prives
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Table 4.5: | ew
2> Kuewledg,
o OrlC
on -
tracepive by selecrea demogeynhic of
J charactcristicy

\ Nadlb
Lcu-

! of Lnen ledge

Variables

, -'.\ge (in Ycars) — g.{:‘:’l ::‘00; Totul 1 value
Less than or equal ““‘-——~$_’!__________m
Morethan2s o0 1600 8(40.0
o DURY) g 2'7’3 20 100.0) e
(219 3221000, Lo
Level of Education P>0.05
No Educaiion
, 8(61.5)
Prim : 5(38.5
Sccon“d):'ﬂf)sfdgsau::::o = Lo lt{):zs.:s) A X'= 46
Teniay' Education ’ | L] 63(31.3) 13‘!'?800) s
19(79.8) 18(20.2) 89 ((|oo 6? P
Marital Status
Divorced
Widowed (250) 12 (100.0
Marvied 3(37.3) 5(62.5) g “(000 ’ X'=a.8
N 234(72.2) I ) P=0.09
BAH - 220000) P>0.08
 Religion |
Christian
148
| Islam 3 6‘132)‘” :Z:;g 2]} 185 (100.0) X130
| )\ (¥ 157 (100.0) pe
| MO;);)
e —— .
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Prevajence of Use and Discontinuation of Orul Centrucepline
le 40 presents the prev

. .
alencc of oral Conlraccplives amony respondents, A total of 124
3%) respondents were curently using oral contraccpine at

the time of this study. Amang the
d of orl contraceptives curenily being used, the Combinotion3 oral contiaceptive ranked

:he highest (35.6%). Other conteaceplives mentioned were Duofem (26.6%%). Confidence
(11.3%), Mycrobynon (4.0), und Neogynon (2.4%). Respondents who hme used ofal
contraceptives before were aska! the brand they' have used before, aboul 42.4% of the
respondents used Combination3. This was folioned by conlidence (24.7%). Duofcm (22.1%)
and Lo-femenal (4.4%). Other brands mentioned in Icss than 29 of the total proposiion by the

respondents were Neogynon. Mycrobynon, Esluton and Apoil and Still. The mesn age at which
respondents Tirst used oral contraceptive was 27 4 years

The prevalence of oral contraceplives by sclecied demopraphic charactenistics was peesented in
Table 4.2. The selected charcteristics were education, employment status, religion. and
respondent age when they married. The prevalence of oral contaaceptives among the respondents
Increases with increase in the level of cducation hut overall, there was no significant relationship
between respandents’ 1cvel of eduention and the prevalence of oral contraceptive minong the
mspondnts (See tsble 4.7). Respondents who were currently not employed have a higher
conitaceptive use (43.3%) compared (0 respondents who were currenily working (28.8%)
Ovcrall. thete was no relationship bemvcen cmployment status and prevalence of ocl
coniraceplive. Significantly higher proportion (36.8%) of Muslim respondents than Chiistians
respondents (23.8%) were currently using oral contracepives.  The prevalence of oral
conraceptis es decreased with increase in age. From Toble 4.7. the ool conlmCCMive usc was
63.3% for scspondents who married between *17 to 19" years of age. 32.2% foc respondents who
martied within *20 10 24" years and 22.6% for respondenis who mamicd when they were 23 years
or more, Overall, the relationship between 8gC of cespondents when they got marmicd and the

grevalenee of oral contraceptive was sigmficont.

\ T : non=demo W
lable 4.8 contains the prevalence of oral contraccplives by some sclected | g:npl'n s
faciors. These | Knowledge of OC, Distance 10 licalth Facility, and Cost ol OC used.
actors were Kno . |
The preval ' among respondent with know ledge ol
valence of oral contraceptive used higher amoig 5 poor
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paid (23.4%) were cuep,

who ¢
ntly using OC. Oye gl their OC five (36.3%) than (hose who
lcu'" rc|nli0l’)5h ip bc[“-ecn cost
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Table 1.6: Prevalence of 4,
*and Discony; L
llluu"u"

ol Orat Colllmccplivcs

e
i recepliy oy curreatly Frequency (%)
Yes 292 702

2‘:’3‘:;;“:' :’::‘)‘l’li VC responqdents Were yying W 2p:8
Combination3
Duolem 8 55.6
Confdence P 26.6
Mycrobynon £ H3
Neogynon 3 10
The Orulcunlmccplis-c respondents hyve gyed ' 3
before (n = 343)
Combination 3
Confidence ks e
Duofem 2 i
|0-lemenal ' 1
Mycaobynon e =
Neogynon » il
Eslutop 7 -
Apoil and Syl z "
Agewhen respoatents tint used oral contruceptive (in yean) 1 a
AN age = 27 3743.8; min=18, max = 38
The Last (imc Resnpondent used oral contruceptive N=285
00 year and more 257 90
More than o month but less than a ycar 26 9 ;
___h‘i“hi" a n_uonth 2 J
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able -1.7: Prevalence

{
01 Ory| Conlracqui\m by

seleege Hem ]
opruphie charagreristics
Variables e ———
Pfl’" \
% {%}alcllq of Orl Comtiicepiing N=4|6
ol — % o Toal  Pveluc
No formal schooling 3(183)
Prmany Education . ot
- 13(27.7) 34(72 3; 16 X =1 72
"education I'e
Tertialy Educmiox: v i g :7’ s
JN33.3) 74(66.7) A
: (1)
Employment Spiys
Currently \Wocki
- : otking 111 (28.8) 275 (71.2)
rkin X N X i
5 13(43.) 17 (56.7) 7: s
. P=0.09
Religioo .
Cheistianity
$3 (9
hs J(23.8) 170(76.2) 223 X* 838
71 (36.8) 122 (63.2) 192 P ‘
2 0.04
P< 0.05
ABe Marricd (ycars)
17-19
e 17(61.0) 10(37.0) 2? X 19,39
i 64(32.2) 135 (672.8) 199 Pe00
\ 13(22.6) 147 (77.4) 190 P<0.05

T

AFRICAN DIGISA’ HEALTH REPOSITORY PROJECT



’
c [} [y 3‘

- lecte
V:Il'm l)l(‘S d tl{m.dw" .
vEra s
I'tey. graplic chapyete Fistics

|
aence of gpn Contr

v IO [ [0
0s
Kaowledge of OC o ::/(:] Totul I* valuc
Good Know |ed
ge =Y
; 69 (28_0) A=132
Poor
Knowicdge 2 177 (72.0) 246 P=0.2
. ' P> 0.05
DlSlﬂncc lo I'l‘ﬂ “'l Fac‘ﬁl)
Very close
J0(2S.
! Very Far :(; < 11X74.8) 159 X?= 283
_ Not too Close ek 102(68.5) 108 $= 0“)
3(34.3) 71(65.7) A
I ‘ 19 P> 0.05
Cost of OC
Free
Paid 7’“:6'3’ HE37)  2ps X% 8.00]
R 162(76.1) 212 P08

B,
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4 Acecprance uf Ocat Contruceptives

¢ 492 and Toble 49b provide on oven

W of respondents’ acceptance of o1

h .
the respondents wene agked 10 menlign the {aclors that intluence
Rir decision to use oril Contracepiives: anong the facions considered “Cost”

wroceptives. In Table 4 9a,

ranked the highest
59?4%) followcd b)‘ “sexual painncr ;‘nﬂucncc" (24.4%%) nnd then b)' “distance 10 health

facilities™ (18.2%2). otlier factors considered were inflience by fumily members. attitude of health

workers. lack of informntion. side effect of the pill after use. lack of supply, fear of health risk
which all ranged between 5% ond (% (Sce details in Table 4 92). More than helf (58%s) of the
respondents were salisficd with the last brand of oral contracepiive uscd (sce Figure 4.3).
ReasoNs gis'cn for Satis(action include *it is effectise’ (83.995), "it has no side cflects’ (9.2%), it
s cheap’ (4-6%) "always avaitable 10 get' ().8%). and ‘caster o usc’ (0.3%) whitc the major
reasons given for non-satisfoction of QC uscd include ‘it gives me headache after use” (38.0%),
"Iregular mensteuation’  (19.3%), it makes one gain weight® (10,7%%) and *I (orget 10 use if
maimes’ (8.0%), other rcasons were listed in Table 4.93: \When the respondents werc asked,
who influcnced them most on theic chosen form of oml comaceptive ftiends ranked highest
(323%6). (ollowed by healthcare providers (22.0%) while about 12.6% indicale ¢fat they were
self-motivated, Clinics {44, 1%) were the major source of oral contraceplives for respondents
Other sowrtes were patent medicine vendor (37.3%), pharmaceutical store (13.9%). end pnvale
sector (1.6%6) (sec T.4.9b). Average cost of OC in nsirm was N49.00 while 49% of the respondent

B thewr OC free o ( charge. More than a quaner of the respondents (38-2%) respondents reside
aeas their sources of ocal contraceplives.
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able 4.99: Acecptange ¢
Fabf 4 | f Ornl Cou[mc”'“h“

Characteristics —

AFactors Vi lunucu—_-_h—_ﬁ__*—'*—ﬁ~ﬁ__

€ Respongy

. M decision
to usc oral contruceptive

Caos!

Scxual Partner

Distance to hiealth fyeitities
Family mcembers

Fearof health risk

Altitucde of healih v orkers
Sideeflect of jhe pill aller yse
Lackof supply

Lack of information

'Y . 4 R 0.. ol A
Respendents'  guisfiction with  thie  tyg o)

contriceptive ysed {p m 357)

Salisijed
Nol Satisfied
"Reasons given for Suis fuction (n=21%)
ILis effective
No side ef¥ects
Il is cheap
Always available (o el
Easicr to yse

*Reasons given for Nonc Satisfuction by Respondents
(#=130)

Hcadache

Iegular mensteuation
Wcighl gnin

Horget o use it sometimes
I ilChCSmL‘

Oiaziness gfier use

It causes cancer

Idon'y like toking druys lubiel
Weight Joss

Ihove jmegulir preguanc)
W cduses pimples

\l-l-ﬁi_"_’is_mc rashes

(N= 416)
requency (%)
302 9.4
149 244
11 18.2
26 4.3

7 )

3 8
5 8

3 S

: 5
207 S8.0
{30 42.0
183 239
X 9.2
10 1.6
4 1.8

l 5
37 8.0
29 93
16 10.7
12 8.0
9 6.0
8 5.3
6 4.0
5 33
3 20
2 13
. 1.3

I .7
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e4.9b: Acceplaree of Oy Conteyoepi;
Ihes

oral contraceptive(h = 405)
My Friends
My heatthcare providers
Nobody
My { fusband
My Parents
My Neighbours
The Mcdia

Relatives

Respundents §purces of
-y Orad contra ge (T o
0 PWes(n = 4
Palent Medicing Vendor
Pharmaceyticol sion
Private gector
Cost of oral Contruceplive
Cost {in naira)®* Ave Cost=48.5#53.4;
Min= 0(got for Free), max = 200
Cost o OCin Cilegoricy
Free
Paid
Dise :
Stince of Suurces of Oral Contraceptive
0 Place of Resitenee

Very close

Nottoo ¢igse
Far

“‘-\_--‘"‘"——-——— e —— -
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arucieristicy 5 -
- "..“ 'Uur R 3 e
J0UT chosen — beeQueney T

t3)
89
71
5!

38

21

I8}
153
57
19

J2.)
22.0
17.5
12.6
6.9
s
20
1.5

44,1
373
13.9

4.6

49.0
5¢.0

J§2
260
J5.8



Respondents gtpjtug, oy,
. | 1
¢ proponion of respoplents with

£00

and noqr attily

than g
| quarter (27
Respondents had a nican gy, b seiianr 1 t|2, 2%

5 shown on Fipure 4.5 M de scores re
L4 L] s ‘
- lating 1o org| contriceplives

) of 1hc mspondcms

had  poor aititud
(sce Fikure 4.5), S

“Tabic 4.10 presents 1he

analysisof the guesti : ucstion :
) QuUESTtons on gqiy QHEstON tem yyder yitudes. Fuither

nmajority; (90.6%) of
barren ness,

| rde revealed yhar
HVes can cqusce pefiNgnent

that women who SLOP taking oral conlry
cc

Onl contrace
p the respondents agrees that

However, only (4% of

‘ the women gpree
plives may’ ot He able 1o ket preg .

11.9% of the respondens agreed that o

[
ond 6.5% of the respondents agreed
births. Only 79.0% of the

sexual behovioye, About

Nt again. About

8l controcepiiv
cplives can cause cancer inshose who yse i

al I
that om} contraceptives con cause pink

; defects i
women disagree hat the e of muhiple

0 .
[ onl conteaCePtives can change theis

snd niore than g quarter (29.9%) of
promiscuity, {Sce Table 4,10).

INLNAcY petween couples

conlrcetives encourpe the women gyrecd that or|
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. 5 -\Ilp

!

an}.
Altttude scores o] >0 ond <9 were

Good attitude (9-11) =303
Poor attitude (2. 4 points) =« 10

Mean knowlcdge score = 9,1 41 2

Figure: 4.3 Respondenis® Attitude towards Orat Contraceplive
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Costruccptiv e Ust

Ois] com@Ceptives ¢an cause abortion

Oral conteaceplives is against myy religion
o fith of some peaple

Oxal Contraceplives can coyse permancni
barrerness

Women who stop taking ol
watmeeplives may not be able 1o gt
pregnant again

Oral contraceplives can cayge cuncer

Onl contruceptives cun cause birth defects
o ulliple births

Useoforal cony RICeplives can change iny
sevwd! behavior

!Jsfng orl contracepiives can increase
MIMICY hetween couples

Onl contraceptives aliow s omen to

gjn Sirength before having another

It PIUINT for women 1o pPrevent
iIcY with ol convaceplives

O COntrICCptiv s encourage promiscuity

"Dpt’rnnd CONsistent use of oeul

Hii3Ceptives provent ynintended
\

B

’blc 1.10: Rcs[)()"dcﬂtﬁ Altilude lowarg the

opondents Atitude toward Oeal

Use of Oual Cunfl';,ccplis'cs

1'viol

6i4) g1

g (N=416)
Pabery ul‘!{mcﬁ_‘ =
. A\pree (")  Disaproc (o
) R (%) \ndecitl
11.0 105093 g —Lneecitled
10(2.4) 104(97.3) 1(0.2)
375(90.6) 39(9.4) 0¢0.0)
(1.4} 393(9.4.7) 16(3.9)
49(11.9) 140(82.3) 24(5.8)
2%(6.5) 351(81.6) 37(8.9)
87(21.0) 328(79.0) 0(0.0)
397(95.9) 15(3.6) 2(.5)
19(4.6) 390(94.0) 6(1.4)
102(96.6) 12(2.9) 2(0.5)
124(29.9) 290(69.9) 1{0.2)
103(96.9) 122.9) 110.2)
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415
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35
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4135
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4,1} presents (uciors (hay influence
en the respondents were asked about the

f : X COMMcantiy
the 1espondents (45.9%) indicared i Tquency of the cePlives.

intcrtoumC. IcsS than half
int

iCreourse regularly, 39 79, hove i
o) 78.5% mdicoted 1hat
QICEHT desire 1o

MICOurSe gnd

of the responde have
Ve more

ux of OC, Protection fom unwanle
sgucing (26.7%) and No side eflect

discontinuation of QC yse. Side ¢fYect

them ¢ i
pregnancy (70.7%) topped jhe e e

on mec (2.6%).

. of the ]')I" (5|.6°’
ppey the list. Other factars jisied WEre distaiee " ibusdg i
gnnet, side ol -

eflect, cost, titude

ich \were ; PPcajth workers, fack of information and that i1 caug ca

which were |ess 1han 10% of the total ICsponse (see Figure 3 7). M1 h AR
-71. Alore than

ofhe respondents indicated that they have
were asked to julicute (he

list, followed by Child
Amoag e lactors )yt has led (o

8 pills (28.7%)
ath facilijes. opposition by seyyal

threequartcr (79, 3%)

of using OC apain. W'
- 800, When responden
curreat! (amil, planning methed that they ane - ;

3%) tapped the list. (Sec Figure 4.6).

the iniention

using, condom (45.29%)
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able 431 Perceive fuctors (1.
at
’ influg, e
e niives ence

Charucteristics

¥aclors thut influcnce ¢ e conlinyation 129

oforal contraceplive yse (Nm 1)
Proteclion from ynw anled pregnaney
Child spacing N

No side ¢fTect on me 2

Fae10FS that (el 1o gyl contreeptive :
wse discontingutivg (N=38%3)
Side ofTect
Missing pills "
Opposition by gexunl Panncr o
Distance 1o healih fucilities .
10 have more children ;
{.M\m {cos, gritud, of henfthy workers, fgck of 3
mfm"\alion, it couses concer) l3
falenign usSing gl contraceptive
Rals (n = 399
No
E 237

k. 62
‘W“lmccmi.-c wWas the first family
Ohnnmg,mu (n=372)
Yos
E 192
Other Bamjly : i
. % phraning wethods thae have been
- XUR=19p)

er tnied 10 & o e '
ser (ned 10 stof prul corumcc',.i‘.cm;r-wib,__ﬂ Freg ueney
- B
Yes )
No
278

68.3
L7

70.7
26.7
26

51.2

28.5
6.5
5.9
5.2
3.1

793
20.7

1.6

48.4
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Condom

Diaphragm
Injections
IuCD
[mplanon
Cesvical cap
Withdrowal
Respondents Curre
Condom
Injections
Withdrawal
implenon
IUCD
Diaphrogm

Cervical cap

nt Canily planning mclhod[h‘.alSJ)

Advantages of the current Smuily pluaning

methed over orul contraceptive (N=157)

Safc (o usc
Effective for me

No sidc cffect

| don’t forgcet to use it itis implanted

It adds no weight 1o me
Eosy to get
Cheoper

il tokes jonger period
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70
47
21

W W

il

66
26
20
20
|8

56.0

12.0

1.0
8.9
58
J.i
3.1

45.7
30.7
i3.7
4.6
1.9
1.9
1.3

42.0
16.6
12.7
12.7
LS

3%

I.3



Figure 4.4: Percentage of respondents who had everstopped the use of Oral contracepiives
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B acton inlluoneing O
svalinuaikin Prokstinn from
unwanlcd pregrancy

® ¥ actors tnfluencing UC
wuilsnwasion Cald apacing

@ Jactor infivoneing $C
continustion It ts @nwl and dows
el Jivurdy me

B ] altenn imfluencing OC
discontinustion Side cffect

& ¥ actes inNucncing OC
dhsconununtion Missing ills

B actues inQucncing (O
discontinuation Opposstion Iy
Sooaal "astner

W J-actemintlucncing ()¢
Wscomlinualion Disance o health
(acifivies

% Factors inifucacing O

divconlinuation To bave mone
children

® ] actors influancang OC
discontination Others

Fioure 4,5 Perecived Fuetors that Influcnce the usc andl discontinuation of orul
contraceplives
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N Condom
[ J[V &)

B implanon

Winjectiont
KRNatual

B Cenvcal cap
2 Dvinhy agm

B Withdrawal

t Figurc 4.6: Respondents curreat family plaoning method
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e e —
‘_-‘._

Il
‘l B I 2dd: no weight to me w

oI 1 forget tojuse It (tks
anted

R3elgtouse
B Effgctive for me
W no fide effect

|
12.70% | il L#u longer pleiiod

B Eas)to get

s Chauper

o

—

I 4.7: Advantages of vespontdents' curreat family planning metliod over oral
Rceplive
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CUAPTER ¢IVE

DISCUSSION, CONCLUSION AND RECOMAIENDA TIONS

Socio-tleimogrnphic charucteristics 4 nd related jufonnaiion of reapondents
The ages of respondents ranged from 19 - $6 vcuns

thar a large percentage of the targe

Study showed that very

with 0 mcan age of 35.6 years. This implics
! population consist of women in their reproductive age. The

few of the women have no foninal schooling at all while more than hatf

of the total population of the \women has aained seconduey school education as the highest hevel

of cducational utiainment. Gencrally, the level of education for buth men wnd women in the

southern part of Nigeria is high compared to the other p

ans of the countty according 1o the
(indings of nationul survey (NI'C, 2008). This survey also showed that the Ievel of educational

uttainment for both men and women arc high W the urban areas as comparced 10 the rurul arcas.
Large percentnge of cducsted womien seen in this study might have been duc to the composition
of Ibadan Nonth local government where majority of the residentinl areas are urban places. The
cffect of the influence of the University of Ibadan in this local govemment is also scen in the
linding of this siudy as morc than o Quaricr of the wonien have attained teniary cducotion.
Majority of the respondents were married. This linding was sintilar to what National opulation
Commission found in 2008 which found that more than ds0.1hirds {69 percent) ofall woinen are
cutvenly miorried, and that an additional 2 percent were in formalt union. The propostion of
respondents who practiced Christianity are higher than those who arc Muslims which are higher
than those who practiccd tmditional religion. This is in fesonance with Nalional Demopgphic

Heahh Survey conducicd by National I'opulation Commission in 2008.

Kauwfedge of responcdents on oral coutriiceptives Use

This study indicated that the most reportcd source of information about OC was health workers.
This is similar to what obtains in nost pans of Nigeno and indced Sub Saharan Africa
(Abasiatini et gl: 2009) and Abasialtai et al: 2011). Unfortunatcly, the uititude of health providers
lowards payticular contraceptive methods in developing countrics hnve 'b':c" Sho‘_‘ nas ""ﬂucn.“
Conlinualion rates antong Clicnts through the kind of information they give when intetacting with

cliens (Tolley et al, 2005). ITence, there is need 10 evaluate the Taternelan BEIMEST ChotiCane
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providers and  also gssess |he quality of counseling gnd provider atitude

; v lowards oml
cont@ceplin'es. In this study, the least

S kg X mos! common soutce of inforination about OC was mdio.
Th's indicates a. pressing need 10 educate (hese ywomen about the concept of OC and avatlable
methods o nvoid pregnancy (hrough 1he use of mass media. An ecarticr study on knowledge

PlanAing among women in the rural southen region ot
Jordaa indicated 1hat the most reported

attitudes and pmctices 10wards family

source of information sboul family planning was

Iclevision, while health workers were the second most common sourcc of information
{Mahadccen et al, 2012),

Many of the wonien in this study demonsteated good knowiedge of oral contmeepiives usc. This
is contmiy to what Mahadecn ct al (2012) where women in rural arcas of the southemn region of
jordan had incomplete knowledge about theconcept ol family planaing and some women (8.7%4)
stated that they did not know what family planning refcired 1o, In nddition, 8.4% of them
claimed naver 10 have heanl about ony mcthod of nvoiding pregnancy. lHowncever, in this study,
more than a gquarter of the respondents have poor knowledge of the pills. The swudy is in
resonance with what Tessler and Peipert (1997) found out about the knowledge of oral
contmceptive use among female college students. They found that 90% of their respondents
comrectly cstimated the elficucy of oml conimceptive pills but over half of the cespondents
ovciestimaled the efYectiveness of condoms. In their study. Schiager and lloffmann, (2008)
reorded that women in their study demonstrated laicly good knoywledge of commonly’ uscd birth

<ontrol mcthods: two of the 3 questions answered most incosrectly relate to the eMectiveness of
condoms and birth control pills,

Further analysis of the questions on knowledge in this study. revealed thal majosity of the
fespondcis were aware that oral conigaceplives prevents unw anted pregnancy. However, about a
Maif (44.7%) of the svomen ¢lidn*t know that or! contracePrives can be used afier abonion and
10.1% of the respondents thought that con oniy be used by atasried women, The findings showed
that the depth and content of the infosmation these voinc afe exposesl to liom ‘."c‘.' SRurchEmi "‘-c
knowledge of OC might be inadequale. Even though most of the P Omient UndicHL ot R

S0U1Ces of inforimation on the knowledge of OC can be tmced o the health workers. 1 is therefore

- it mfonnation; that is
4 . . of lhe n¢ed to pass the ng :
MpPCrative that the health workers gre gware
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B 0 ‘ |
e uate and lo cnsure that they provide avenues for oll

women (o ask any question they hs
the use of OC. Y9 y have on

Prevolence of Use und Discontinuation of Ol Contraceptive

QLU Fevcaled that miore than o quanicr of the respondents were cumently using oral

conuaceptive while less than two-third of the respondents had discontinued the use of OC a1 the

time of the study. The results of a rescareh carried oul by Akintade et al (20!1) had carlicr

revealed thot OC discontinuatiun is a common practice amang women of ceproductive age.

tlowever, (n this study, the prevalence of onl conttacepive discontinuation was 702%. This
resuh shows that the OC discontinuationiis vety high. The discontinuation ritc uf OC seen in this
study may' be more than this because the study consiicred only marricd women of reproductive
age, lcaving oul the single wonien. Also. it shiould be noted that this study only sampicd women
who were cither using oral contraceplive presently or had stopped the use orul contracepli\C.
Previous study catried out an Nigera by AKintade et al (2051) found that the prevolence of
discontinuation among Nigerion women was 11.7%. Abasialtgi o al (20§1) in a research
conducted in the South- South part of Nigetia found that Almost half of the clients in University
af Uyo Teaching {lospitnl discontinued their pills and out of these, over half of them changed ©

asiother method of contraception.

Acceptance of Orul Cumtraceptives

This study: showed that ‘cost. sexual pariner inflluence and distance to health facility were the
major inllucncers of the decision lo use oral contraceptive. In a study conducted 1 Ghana,
women who were not using contraceplion il the time of the sursey were nshed o give the inain
reason why not. The reasons given were regrouned into ninc calegorics: not having seN or having
ex infrequently (‘no sux’); being subfecund, mfecund. menopausal, or having hsd a
), postparium abstincnee. breast-feedn® or  pregnancy (“recent
the ccspondent, her partner. other people,

hystcreclony (*subfecund’

pregnancy’); wanting more children (‘wants children®);

of her religion being opposcd 1o contraccplive Usc (‘opposition*); the respondent ¢ither not

knowing s method or a source(’lacks knowledgc’):

1 : sources, Or inconvenicnt (o use
Chealth fears’); costs ol contraception. fack of occess 1O ‘
ption intcricres with body’s natural process. don™t

fcar of side-cflects o health concems

contraception (*supply problcms’)‘. conlrace .
know or other (‘other') (Nicholas, 2003 ). The feason most fecquently givén by women for nol
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inp Contraceplion - :
using P Vs that they were not ip 0 regular sexual relationship, and hence
presumably did not consider themsclves o g '

k. Over g fifth

| of former uscrs pave a reason
refating 10 @ current o rrecent pregnancy. 3

lllhis percentage wos nearly |0 nines the peecentage of never-users giving this reason. \\anting to
have a child was the rcason for non-use by about a sixth of former users. Signilicunt numbers
cited health fears. with the percentage of former uscrs giviag this reason being somewhay higher
than for ncver-uscrs. In contrast, the percentage of former users citing opposition 10
conipaceptive use by woman, her husband. other people, of by her eeligion was only, a third of
that for never uscrs. Lack of knowledge of contraceptive methods or sources of supply was

insignificant as a rcason for none usc by former uscis, but accounted for 13% of non-use by

ncver-users: Contraceplive supply factors, such as cost or access to supplics. weee cited by a
small percentage of women not using contraception, No sexual intcrcousse was by far the most
common rcason for thosc whosc last method wos the condom. rhathm, or withdrawal. incthods
which require the uctive cooperation of a malc partner. Reasons reliting to o recent pregnancy or
o waniing more childoen featured promincntly for all methods. Women who last used pill or
injectables were far more likely 1o cite health fears. Supply problems, particularly the cost,
toomed Jorge as reasons for not using contraceplion among women whose last meihod was
) injectables, and to a lesser degree, nmony former pill uscrs. Refatively high percentages of
woment who used condom or withdmwal cited opposition as their reason. Of fonner users,

Younger women were more likely than older women 1o cilc not having sex or having scx

| infrequently as their reason for not using contraceptiun, Sub fecundity was the main reason for

women aged 45- 49 years, but was not important for younger women.

—

This study showcd that the main sources of contraceplives in decreasing order of fxquency, are

the Clinics, patent medicine vendor. pharMaceulical store. and private scctor. (towever, contrary
the result o f1his study. various studivs in the six geopolitical zoncs of Nigeria have indicaled that
the main sources of contraccptives. in decreasing otder of freducncy, are patent medicine stoQe
pharmocy: shops, fricnds/siblings/partnees, and health facilities (Qye-Ademmn et al 2005

Abiodun & Balogun, 2009). Clinic is thc major SOUrccs of orul contraceplives probably because

all the respondents were married. According to Okpani ond Okpuni, (2000). Abiodun and
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A un 2009 ' m . i
Bologun (2009), more marricd than single women regeive contraceptives from the government-

run heelth focilities, including hospitals, 1n mog; communitics in Nigeria, single \wonien arc

dealers and not clinic or hospitals, because single

gonventional family planning clinics, cspecially
nl. 2005)'

The trend of the potent medicine shop being

women are not cultueally accepied of

thosc run by the goyernmen (Oyce-Adeniron ¢

the most important source of contraceptive

1yPe of information obtained on contraccption from o
palent medicine shop s likely to be incomeet because these

commoditics in Nigeria is worrisome. The

shops ure managed by traders who
themselves may have little or no knowledge of contraceptives, Unfortunatcly, the pluninacy
shops which are managed by qualilied phamacists are few i number and are limited 10 the
uban oreas. The patent medicine dealers. however. are more numcrous and found in the vasy
number of rural ond peripherl villages, wheee 60%—70% of the population resides. It is also in

these nieal arcas that there arc no practising pherinacists or doctors to advise on conlraceptive
choicces.

Responcdent s athitude loward the use uf omil contruceplives

Overall, less than three-thinl of the respondents had pood auntude. However. there s o signilicant
gop in the informetion the respondents received based on some answers 10 some (ucstions on
their awtitude towards the usc ol orl contracepine. Majority of the respondents syrecdi that oral
sonimceplives can couse permancnt barrenness. The myth thot prolongerd use of these pills leads to
permanent sterility has Timnited their use in Nigeria. and it may cxplain why mosi young females
in Nigeria, especially students prefce abortion 1o contraception for unwanted pregnancy (Otoide
etal, 2001). In nddition. the protestive clects of oral contraceptives are virtually unknown by the
majority of Nigeria's femalc populution. This may cxplain why the proPonion of women who
used these druys was low.

More than a quaster of the respondcrts also had the atitude thar ore! contraceMives encovrpe

promiscuity. This perceniage is high ond this might haatpsfiperrRaMmeieSpetea eI RANIS

WOman has o method thot will prevent her ' litalive
e ¥iices outside her motrimonial home s it will lave noconsoquencc’. Ina qualitais
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research by Ankemah et al (2013). iy Was discovered that In many traditional scii
I womeh who use Conlrnccpiivcs fire pcl'CCi\'Cd as Pmmixuou& %mc pm_ . - u:':gs. S
- ICipants, both male and

ning i mecans “she is loose

| | . the respondents agreed
agsinst ticir religion or faith which is g POsitive autitude. In

female, in the swdy hold the view that irg WOmAN uses family ol
. Iy pian
~ woman, a pProstitute™, Hovvever, very few of o |
al oral contraceptives is

| this study. not nwch information was
religion impedes the uptake of oral contracepiive. Endlivr study

by Ankomuh et al (2013) discovered tha majority of the panticipants from the Muslini north feed
that family planning

goticn from the extent 1o which

IS agninst the tenets of Islam, which enjoins all to go and inultiply. Others

belicve that you should uot plan the lamily' size as you cannot tell which chitd will be the one in

1M\ the family up or be somcbody great. In their vicw, children arc on act ol God
8nd as such any attempt ot tmpering with the peocess is scen as oflensive to God. However

futuce Who will

fiom this study, there was no consensus. Others, particularly (emale panticipants, argucd that
Islom docs permit family planning based on health rationsle. One female participant ciled a rmdio

progmmme anchoted by a Musliin religious leader that motivaicd her to usc contraceplives

Perccived Fuctory thut influence the use andt discontinuution of ol contriceptives

The results of the present study indicated thot respondents’ decision (o continuc to use orai
tontraccplives was majorly because they wanted protection from unwanted pregnancy. Other
reasons ciled weee tor child spacing and because OC has no side eflect on them. Howevcer, side
clfect of the pill was the tnost comnion reason why people discontiaue the use of QC. Missing
pills and distance 10 health fecilities were other major factors menuonced by respondents who
discontmuc the use of the pill. This is similar 10 what previous sludics found on the
discontinuation of OC pill. Roscnbery ct a! (1995) found that side eftects wese teporied 10 be the
most commonly reported reason why wonten discontinuc using the OC in a cross-sectional
siney of 6676 Europcan women. \Women in thal sunc) whu reporied past side cficcls were
aboul tsice as likcly 1o have discontinued the OC as women who reported o cxperiencing side
effects, The vnluc of this comparison is lsniled. howcser, by lhe cross-sectional and

retrospective nature of the dota collection. Abiodun and Balogun (2009) identified lack of

R fInck o bécess: colivr! factors, religion, an opposition tu the usc uf contrucepiion

b) sexual partners or family embers, nnd fear of the health risks nnd side cllects associnted

b ore. it would be
with contraceplives ns barriers 1o the usage of ol contmeeptive. Therclore. it wou an
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¢ the side cficcts of the pills written

| ¥ be mentally prepared lor such eflect,
their OC pills from the clinic,

in disscminating adequare Information about the pills 10 their clie

Also since many of the Women gt
health workers have work 1o do

nts.

Missi ills w : .
lissing of pills was another major factor conir ibuting to discontinuation as seen from this sludy’

conlraceplive users that 169 of women indicaled they

. = . ithin o three-month period of using the pills, This showed how
sctious missing ol pills can be. Factors associated with inconsistent

Oakley, and Votter

Peterson ct al (1998) found among oral

missed thrce or moie pills w

use as identilicd by I'eterson,
included new' users, Hispanic and black cthagity, low income swtus, and

having hud a previous uniniended pregnancy. Ahhough thene was a trend for teenaged women 10

have a greatee likelihood of inconsistent use compared with oiher age groups, the differences

among various age groups were not slatistically signif.cant. These findings clcarly suggest that
there is a substantial nced 1o inprove the ability of women to remember the approprialc dosage

ofom| contruceptive pill, the tune 10 use and probably have a panner who would remind them of
the timc to 1ake the drag,

Implications for llcalth Educution

Findings from Lhis study havc health promotion and cducation implications and suggest the nced
lor multiple intcrventions directed 81 tackling the problcm of discontinuation of orol
contraceptive pills. I1'has been shown that knowledge of oral contraceplive pill is high among

Ibadan residenis but this knowledge has not transioted imto increoscd oml coniraceplive

conlinuaiion =¥ his is because of the kind of infarmation 1hey reccit e on these pilis.
Awareness of the cxistcnce of problems that can cause oral contraceptive pill discontinuation
such as side ¢ffects ond missing of pills should be well deseminnted 10 the people to influence

knowledge, acceptance and altitude about oral coniraceptive pill. Awareness and imcrease in

Knowledge con be genermied best in the hospilal. Posters, pamithlcts el L

should be placed ol Strategic positions (0 educate people visiting the clinic on a daily- basis.

Public enlightenment programmes can also include aworencss campaigns which have the

potential for reaching large numbef Of p cople, While public enlighleniment campaign can ceealc

B - cace knowdedgeife reeption and owitudes and fostcr political witl for aciion,
a | 4
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svidence o [ their effectiveness in changing behaviour remains insuiTicient {Whitaker et al, 2007).

Mowever, ¢flons must be made 1o combine with other strategies such as peer education and

noli intervent! '
policy cntton 1o cflectively addrmss ot contraceplive disconlinuation. Public

enlightenment techniques could involve the use of posters, leallets, documentaries tingles and

bill boards (W hitaker et al, 2007). Use of one or more of these information mcdia could be very

helpful as the weaknesscs of one could be counter-batanccy by’ the strengths ol others. According

to the evident gencrated in this research, health workers are the inajor sources of infonnalion for

ord| contraceptive uscts. Therefore. the kind of infonnation and knowledge of users depend
largely' on the quality of information they reveive from the healih facility. Health workers in all
family planning elinics need 1o be troinned on how to pass mformation and what lype of
infonnation to discminate 1o OC uscrs. Heahh workers’ capacity should be enhanced through
taining 10 be able 10 provide orul contraceptive discontinustion prevention messages and
counselling services for people, The elfectivencss of training in enhancing peoples® capacity 10
solve public heolth related ptohlems has been demonstraied in several studies, such as Oshinome
and Briger (1992), which cl¥ectively demonstrated the use of training 10 make Patent Medicine

Vendors safcer contact with their clientele.

Counselling as a health cducation stratcgy which faclitates the making of choices including the
clTectively used to oddress the peoblems of the side ctlects faced by ornl contraceplive users.
Counselling is typically characterized hy onc person assisting anothcr person or group of persons

10 gain on understanding of themselives and their situations Counsclling peoplc thus cnable them

10 make ond implcment oppropriote decisions (Bolt ct al 2005). Profcssional counscllors or

health workers should be trmined 10 provide counsclling services to people about the importance

of contraceptives and present both the advantages and disadvantages of a pastigualr brand of iy pe

of contrace ption.

Communitics can be nobilized 10 discourage religious vicsws. ond cultural (aclors preventing the

¢ of contraceptives gencrally. Coinmiunily-bascd promotion  programmes shoul‘d lnr);:l
cOMmunity norms and iraditiono! gender roles that tend 0 pr.c\-cnt lhe use of commccputcs.T‘ c
siratepy could be used 1o change knowledge. uttiludcs, so.cllo&‘ultural nonn.f‘» and pmctlcc: :hm:
fovour discontinuation of coRtrac eplives. Comnmunily Mmobilisation 15 & participaiony process tha
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focuses on changing COmmunily nop s,
instijulions in ways that wi)l signiﬁcnnll)' iIMpProve the quality of Jife |

‘ ’ In a
2008)- Cominunity mobilizgiion

ould 1geget Prevating mispcreeptions abo

< /\ﬂo'hcfslmlcgy that
oral contraceplive discontinggtion ;

5 odvocgey, A
change in policics,

fc ) 8 p Y *
basic pagtemg of social INterCrion, values, cusioms. gnd

contmunity (ACHIA.

ut contraceplion gnd
€an be used 10 reduce the factors caustng

dvocacy s g POCSSS that can bring about

lican) ndividyals, Broups, communities and
used 1o ptomo|e

la\Wvs and prectices of SIEN;
institutions (\W{10, 2010). Advocacy: could be gender cquality and change
socio-cultruat faciors sych as baised gender nonns, cuttural pelicfs nnd aitiiizdes thar promote o

cneMions shoyld taty

teaders and COMMunity-based
Organizations. Advocacy can

Oy0 State, comtnunity organizations. including (yith-based
cflective by ysing locally generated daw figin

rescarch findings for advocacy has been shown 1e
be promising in raising awareness gnd contribuling o the s

aping of reforms and policies
(Elsberg ctal, 1997).

systematically conducted §pydies. The uscof

Combincd use of 1wo or more of the afore:mentioned health promotion and cducation sirategics

s prelered for Preventing and controlling factors that

could p:edispose to oral contraceptive
discontinuation because of the inhere

nt advantagces,

Conclusion

The rescarch explored i factoss afecimg oral coniraceptive discontinuation omong marricd

women in Ybadon North local government aree, The discontinu

ation rate was high and a number
of factors we

re found to coninbute to oral contraceptive discontinuation, One of such faclois are
side ctlects of the Piils on the users and missing of pills. ®ra) contlacepti ve pills major sources
e the facilities. They ure available at the health facilitics. A signiticani problem in Nigerfa isa
gencral lack of ndequate informmion about the OCP. The myth that piolonged usc of the OCP
I€3ds 10 peninancnt steri tity has fimited its use.
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Therelore, 1he following

- contraceptive pill us g fnity plEnning meih

The study has provided

Reconiniendations

infonnation On he varioys aspects of

olat contraceplive discontinuiiion.
FeCoOmmendoiyons

Il 1mplemented MY impsove the ypiake of orl

o and decreage discontinyation of he pills.

r 3
Manul@ciures oforul conlmccpll\'c brands should cnsure (hyt the side cllcels of 1he pms

Fmental |y Prepore users before use.

accessidility of conlraCepliyve gervices by proving scheduley
ouircach programs in remote areas

gre well written on (he packs. Such information w )

State ministry of henlth ghould dissemingic (he

accessing of faunily planning crvices through the
meclings

information on the importancc of

media and community sensitization

Goveminent should Canpaign against hanniil community norms and cultural belicfs that
could hinder feinnles from accessing the clinie for family planning services
Service Provider shoyld conduct qest for family planning uscrs 10 en

able them obtain the
desire

d and suilable Oro| contraceplive befors administration,
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APPENDIN |

QUESTI®ONN A IRE

FACTONS AFFECIING ORAL CONTRACEFTIVE USE AND DISCONUINU MLION
AMONG MARRIED WOMEN AVIENDING UNIVERSITY OL IBADAN L AMILL
PLANNING CLINIC, 1BADAN, OYO STATE

Dear Respoadent,

M3 name is Adcbanjo Timilchin. a Posigraduate siudent of the Ocpartment of liealth Promotion
ad Education, Faculty of Public llealth, College of Medicine, Upisersity of lbadan, The
purpose of this sidy is to detesmine the discontinuation rate of orat contruceptive and fuctors
assoclated with irs discontinuntion amonyg familly planning clicis in University Teachlng
Hospitef UCHL, Ibadan. The lindings (fom the study will help find out the factors that influence
the Jiscontinuity of oral conceptive use and how 10 improve on it. Your identity, responses and
opinion Will be kept s1rictly conlidential and will be used for the purpose of this research only.
Picase note that you do not hose 10 wrile your nuine on this questsionnaire, also Uy and give

hones! answers to the questions as much as your maximum co-opcration will assist in making
this reseacch a success

Kindly indicate your willingness 1o panicipalc or otherwise by ticking (/) the appropriate
box below: (1) YES O 2yNOO

Official rexg only

= —
p— ———

3 |
Intervicwers. - name: Serial  NO..oeevrree.w...Date

©9 0830009000900 °0000c00Pgc00000

Theok you for your coopcrulion
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NSWETS of complete the spaces provided hejow

I. Ageasnt last birthday ¢
Y (o
2v Edmlioml Smt‘ls ( )m's)"'ovlboo

b cedo0 st o,

(11 tvimary cyucagis ™
edtkayipn [ ]
2. Secondary education

> 3-Tcnim> cducatio
3. Rehgion b Chrisuini;y ;'] |1 4, O(llcfS(;pecify)m,,,,,,"

bslam [ ) 3. Traditiono| [

4. Others :
4. Elhnic EToup l.Yoruba (Ismlﬂr)‘)' i,

4. Others (specify)..........

5. TypeolFamily I Nuclear family | | g m et
) 1 ' : 0002 ennensinete .0 g
] M 1T 2Extended family | |3 Polymamous famity |
I Onhers (specify)
6_ . 3 SVe wiEmEaEs f5shenenee $reddtevcrontiine.
Ocopation 1. Trading [ ] 2 Civil Servans (] 3 Anisan [ ] 4. Fermer
5. Pemsioner I ] ‘Artisan [] 4. (1
G o) ) TR e O Ohms  (plemse

1. Monthly income |, NiG,000 or fess [ ) 2.NI1, 000 10 N20, 000 {])
3. N21, 00G.orabove) | 4. Others (please specify), ...

[ 2 R

8. Nunber of living chitdren

SECTION B: PREVALENCE OF CONTRACEPHVE USE

9. Do you practice family planning?
I Yes. Lsiilt do [ ] 2. Yes, [used to[ | 3.No, I never practiced at ali [ |
. No, | never had ta (Please slate reason)
If you picked 2 uni 3, please skip to question 20
16- Age in years of irst use of ;o] contraceptive
I1. There was g prior use of o} contraceptive before lastnight 1, Yes| | 2.Ne |}
12. The las lime an oral contraceptive pill was laken w as
l-Lasamight] ]  2.2.3doysogol )3 bastweck [ ] L Fortnightago | |
S.tastmonth { ] 6.lastycar [ ] 7. Othersipls spwily)
{3. Age in years of the last use of oral conaceplise

s
e — e e T
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]
|4. What t amly .
yPe of fanly Planning nicthegt doidid you ysc?
use? §.

Plannin i
g.OrCOII“accp!i'\-c use [ [ 3 o Sinctly Artificial Family
I5. What Anificiat Family

L uep [ nin e 2,
6.Withdrawalg ) " A0 [] gt h -
2.0thers__ ~Pemicidal [ S Injectables{ |

16. Why'did yoy choose gh SMW““\
17. Did you have 4;1%; - ‘*-—-——__,_:
. l Ve dilticully in he methog/s that you paye | iod | v
- 1TSS, please sippe 1 Fiets ¥ Vs -
0 \\hnl pnnlculm diﬂ.lcun) b [ ] 2 Ho I l
method/s. YOU encounrered during the prctice of ¢q;id

I IUCDJ
2 Tubolligntion[ ]
3. Implant | ) IL““'———- —_— ==
4. Spemmicidat | ) |
3. lnjectables [ |

& Withdawar[ | —_—

7. Other (pls specify)

SECTION C: -PTANCE QF
CTION C: ACCEPTANCE Ot ORAL CONTRACEPTIVES

19 :\fhl) dO jyou Choose nol to praclicc AFP
- 1 wwamt abig fami[) [ ]2 Nis: ",
with i , g . .:pclfccmg [ 13.1don't hav :
Mhitl ] 3. itis against my religion) 5. 1 have no .-dm?\h:."?&s"}clwm e

6. My husband will not allow it
% ith N i
Sy 2 e e {1 am contented with Nogural Family Planning | ]

2 . ]
0. At what age did yOu get marricd/statted living in with your common.law sPouse?
.
Below' 20 years old [ 12.20.29 ycars old{ | 3.30-39 yearsold | | 4. 4049 ]
5. 50-59 years'old [ ] 6. 60 years old and above

g;- :}a\c yOU ever bcen pregnani? {, Yes [ ) 2. No. but | have tricd 10 be
+ 40 yes, how many times have you been pregnant? | 1.2] ] 2.3.4[]5.6 | ]
1 and above | ]
23. Was your firsi pregiency planned? I. Yes{ | 2, No | |
23, Do you s1ill desire 10 have more children? | Yesf| 2 Noj|
25, Who mainly decides a3 (o the number of children thal your lamily should hay ¢?
I. Me | )] 2. Myhusbond 3. Bath | | 4. Othery (Plcase wecily who)

—
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'SECTION D: KNOWLEDGE OF pesp

ONDENTS ON CONTRACEIFITVE USH

Please tick(/ ) in the appropriate boves that correspony 10 your amswess or compicte the

spaces frrovided below

S —

Vanable

Yo

Knaw

| don'l—

' I The use of COMraceplive gnevents unwanied ™epnancy

Every convracerXive has its own form of side effects

| Oral conuraceptive is the only fonn of contracepines

Oral contraceptives can only be used by married women

3. | Ova) contrmcepdive prevents Sexually irmsmitied nfections
L

32 | Onal cmmpti:c Aot be used with any other form of o
aETpLVES

14 (Onal conuaceptive cannot be used after an aboction or miscarmiage

34 bOrdmvmcs deldy ovulation

35 Whal are the types of oral Contiacepiives that you kaow?
8)

b)

<)
d)

36. What are your sources of informalion?
3) Radio

b) Television

€) lealth worker

d) Friend
¢) Orhers Please specily

38, Il yes, give the side cllecis o8 ramo] ol

H AFRICAN DIGITAL HEAL"‘?EPOSITORY PROJECT

1. Ve | }
' 1o the usc of oral CoNUBICPUINE
37, Is there any side effec! o eptive i 1he

2Neld
ware bolow



|
=

i O\ D: ReS '
SECTION D: RESI'ONDENTS NTTITUDE ow, ARD FAMILY PLANNI
p] » 4 d \C

PONSES for the questions. BE REMINDED THAT

R »
RESPONSE WILL BE xEPT AS SECRET AND USED ONLY FOR THE PURPOSE OF

SEARCH.

: I'ypres Yes(}) No {2
Cost of family planning services

£mvenls me from using 1l i
| believe Family planing | agrinst
God's plan

| believe Oral contmceprives can cause
PeTmanent bareness

g —
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SECTION F: THE FACTQ RS 4
CHAT INpLU
ENCE

e TIE bIScont
PATTERN OF ORAL CON ME DISCONTINGATION

TRACE p1 V),

40. Who most inflyences YOu on your

husband 3. My parens Ehose form of

healthcare providers{ | 4. Qlfh:c:::i(;;sﬂ!v] 3. M)“}::’:s:n(;i:"“-’y | bl (.82 4
- 1adio, news) f | neightors | 16 My
1. Whichof the follow 'n8 influcnce your USC O pon-use
= AT o G of oral contraceptivey?
4.1 [ Your Church ™ e e
41.2 YourMosque ——— __‘““!““—'—- ‘_‘1 1
U TyourCulue o l ‘I i
ZJI_:I | Lack of knowtedge IR '_-_“r
1.5 !-Heah]l_rc-lal'cd_l‘curs R f !
41.6 Inability to ger (supply problems) — T 'i
|

e e
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